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PHunterian Lecture 


ON 
MASSIVE COLLAPSE OF THE LUNG. 
Delivered before the Royal College of Surgeons 

on Feb. 7th, 1930, 
Sr JOHN ROSE BRADFORD, 


M.D. Lonpb., F.R.S., 


PRESIDENT OF THE ROYAL COLLEGE OF PHYSICIANS OF 
LONDON ; CONSULTING PHYSICIAN TO UNIVERSITY 
COLLEGE HOSPITAL AND THE SEAMEN’S 
HOSPITAL. 


By K.C.M.G., 


Mr. PRESIDENT, FELLOWS OF THE COLLEGE OF 
SURGEONS AND GENTLEMEN,—I find it somewhat 
difficult, Sir, first of all to express in an adequate 
manner my thanks to you and to the College for 
giving me the opportunity of speaking to you here 
this afternoon. I think I am correct in saying that 
this is the first time on which the occupant of the 
office I have the honour to hold at the moment has 
had the opportunity of speaking in this theatre. 
| am quite sure the College of Physicians has the same 
views as myself with regard to this, and looks upon 
it as a most happy innovation; and I only hope 
that my own College may be able in the future to 
return the compliment and to ask one of the Fellows 
of this College to address them. Although I greatly 
appreciate the compliment that has been paid to my 
College, this increases the difficulty I am labouring 
under in addressing you to-day, because, obviously, 
the occasion is one which ought to be made full 
use of, and I ought to have something of interest, 
if possible, to bring before you. I am afraid that 
by the time one reaches the period of life that I have 
arrived at, it is difficult to contribute anything really 
to the advance of knowledge ; one has to look to the 
younger men to do that. I am well aware, if I may 
say so, of the difference of the circumstances under 
which I am speaking in this theatre now and the 
occasion on which I had the pleasure of speaking 
in it very nearly forty years ago. Perhaps I ought 
not to have alluded to this, but I really could not 
help alluding to it; it is a fact that the first lecture 
| gave to a medical audience was given in this College, 
and I suppose this is the last lecture I shall give 
to a medical audience; and I am grateful to you, 
Sir, and to the College. for that notwithstanding 
that I feel 1 have nothing’ very suitable to bring 
before you. I beg to thank you very sincerely. 

In seeking for a subject on which a physician could 
address a gathering of surgeons, I thought I would 
try to find something which would appeal to both 
branches of our profession; and that was my 
main reason for selecting the subject ‘‘ Massive 
Collapse of the Lung.’ I am afraid I have nothing 
very new to say on the subject, but it is one 
that has always struck me as singularly interest- 
ing. because of the mystery attached to it. It 
has always seemed to me a phenomenon which, 
on the surface, would appear to have a very simple 
and purely mechanical explanation and yet probably 
that is not so, there is probably a more complex 
mechanism at work. Further, it is a subject, at 
any rate, on which knowledge is not very widely 
disseminated. It is a condition that is very often 
overlooked, and it is a condition which is always 
obscure and difficult to interpret. 

It is not quite fifty years ago since it was first 
described, and, as you probably all know, the two 
names which stand out conspicuously in the history 
of the subject are those of Pearson Irvine in the first 
place, and Pasteur in the second place. 

INCIDENCE, FREQUENCY. 

First with reference to its incidence. 
collapse of the lung is seen, of course, in civil 
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and was seen in a large number of instances in military 


medicine and surgery. A great deal of our knowledge 
of the subject has been derived from the observations 
which were made, under exceptionally favourable 
conditions, in the late war; the conditions under 
which it occurred there were often somewhat more 
simple than those in which it is seen in civil practice. 
In civil practice, speaking broadly, massive collapse 
is seen as a complication of some underlying, and 
usually more or less grave, condition. In military 
practice, on the other hand, although, no doubt, it 
is often seen similarly as a complication in grave 
cases of various injuries, it is also seen in conditions 
which may be described as comparatively trivial, 
some of them, indeed. quite trivial. Hence the 
problem of its nature and the various facts in con- 
nexion with it are more easily elucidated than they 
are in civil practice. 

As regards its frequency, one has great difficulty in 
making any statement that is of value, owing to 
the large number of instances in which it is overlooked. 
Those who are interested in the presence of massive 
collapse and are familiar with its more or less character- 
istic physical signs will find it in a very considerable 
proportion of cases; on the other hand, some of 
the most extreme cases of the condition may be 
entirely overlooked by those who are not familiar 
with its clinical picture. Therefore it is very difficult 
to make any statement with reference to its frequency. 
The reasons for that, apart from the one I have 
mentioned, are, that it frequently occurs as a com- 
plication, and consequently its presence is overlooked 
owing to the attention being concentrated on the 
underlying condition. Furthermore, it is overlooked 
for another reason—namely, that it is liable itself 
to be followed by inflammatory complications, and 
then, unless it has been previously recognised, it is, 
almost necessarily, not recognised. There are many 
reasons, therefore, as far as my experience goes, 
for thinking that no very accurate statement can 
be made with reference to its frequency. 


JETIOLOGY. 


Now as to its wtiology. Its wtiology is certainly 


very complex, and that suggests that there are 
probably many varieties, or at any rate several 
varieties, of massive collapse. It is difficult to 


believe that there can be simply one cause for it 
when, as you will see in a few minutes, the factors 
in its production are so various. Originally, cases 
which were described by Pearson Irvine were cases 
in which the condition was dependent on palsy of 
some kind. Originally it was described, as probably 
you know, in cases of diphtheritic paralysis. Another 
large group of cases, particularly those which Pasteur 
treated of, were those in which many factors came 
into play, as—for example, anwsthetics, operations, 
posture, &c. They were cases seen in operations 
of varying degrees of severity, especially operations 
in the abdominal region—hernias, appendicitis, and 
various other conditions. Some have thought that 
the condition was especially associated with operative 
procedures in the upper portion of the abdomen. 
But, of course, it is clear that where you have such 
conditions as palsy, such conditions as the use of 
anesthetics and operative interference, all kinds of 
questions arise and it is difficult to trace the chain 
of events. 

To consider further the question of wtiology, in 
many of the cases you not only had more or less 
severe operative procedures, but there were also 
severe underlying diseases present, possibly even 
peritonitis. In many others there were very severe 
injuries: fractures of pelvis or thigh, conditions 
which necessitated immobilisation of the patient. 
It may be said, broadly, that in civil practice, therefore , 
the conditions leading to the subsequent development 
of massive collapse were singularly complex. 

Now, in military practice, as a result of gunshot 
wounds, especially of the chest, no doubt in many 





cases the conditions here also were very complex. 
G 
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Any physician or surgeon who had experience of chest 
wounds in the late war would recognise at once the 
extraordinary variety of the lesions produced, and 
the complexity of the lesions and the complexity of 
what the physician talks of as physical signs. But 
there were other cases in military practice of chest 
wounds where the conditions were by no means very 
complex. 

The chest wounds are divided conveniently into 
the (a) penetrating, and (b) the non-penetrating, and 
in any discussion as to the nature of massive collapse 
one is inclined to lay more stress on the simpler non- 
penetrating lesions of the chest than on the penetrating 
lesions; but even in a non-penetrating wound of 
the chest conditions may be very complex. For 
example, every one familiar with wounds of the 
chest knew that in non-penetrating wounds such a 
phenomenon as hemoptysis was of common occurrence, 
and if you have such a phenomenon as hemoptysis 
the problem of the etiology of massive collapse is 
immediately rendered exceedingly difficult.  Hamo- 
ptysis might conceivably be a factor even in such a 
remarkable variety of massive collapse as_ that 
described as * contralateral,” because with a non- 
penetrating wound of the chest producing hemoptysis 
it is obvious that blood might be drawn down into 
the opposite lung. So in any discussion as regards 
the mode of production of massive collapse I would 
suggest that in military practice not only must one 
eliminate the consideration of cases of penetrating 
wounds of the chest—-because there the conditions 
are too complex—but one must also eliminate cases 
of non-penetrating wounds of the chest where such 
a phenomenon as hemoptysis has been present. 
If you eliminate those groups the number of cases 
which is left is relatively small, but they are singularly 
instructive, as we shall see in a moment. 

There are a considerable number of cases of chest 
wounds limited to the parietes of the chest where 
there is no reason to think that any appreciable 
injury has been inflicted on the lung on that side, 
and it is more especially with reference to that type 
of case that I propose to ask your attention. 

I suggest, then, that first of all in massive collapse 
in discussing the wtiology of it one has to consider 
several varieties; that in some of these one may 
have to deal with questions of definite palsy of the 
respiratory muscles, in others one may have to deal 
with questions of bronchial obstruction. But, in 
addition, there is a certain definite group of cases 
in which these phenomena, humanly speaking, can 
be eliminated, and where one has to invoke some 
other mechanism. The consideration of the facts 
in that last group of cases necessarily raises the 
question or the suggestion as to whether a similar 
line of argument may not be applied to the first 
two groups, and suggests that if the third variety 
cannot possibly arise either as a result of obvious 
palsy or as a result of obstruction of the bronchial 
passages, it may well be that in the cases where the 
condition arises apparently as a result of these, 
this is not really the case. 


PHYSICAL SIGNs. 


Now to pass on to say a few words with reference 
to the physical signs of massive collapse. If there 
is one lesson which was impressed on a physician 
more firmly than any other in the course of his 
medical practice in the late war, where he had 
unrivalled opportunities of studying physical signs, 
it was the necessity of revising some of our cherished 
convictions as regards the interpretation of physical 
signs, and I do not think there is any lung condition 
which plays a greater part in that than a study of 
the physical signs of massive collapse, because they 
are very remarkable. 

They are, apparently, very elementary and very 
simple, but the more one studies them the more one 
doubts their being as simple as they seem to be. 
The first thing which strikes one as regards the 


immobility of the chest on the affected side. That 

seems a trite statement. We have been taught that 

the chest is immovable in pleural effusions, and sv 
on ; but the immobility of the chest in a case of 
pleural effusion is quite a different immobility to 
that of the chest which is seen in massive collapse ; 
one is a relative immobility, the other is an absolute 

immobility. I know of no condition, as regards 
physical signs in the chest, in which absolute 
immobility is so marked and characteristic as it 

is in massive collapse. You may think, gentlemen, 
that one lays too much stress on these comparatively 

simple things, but that is not my view. 

It is convenient to describe the physical signs of 
massive collapse as running through three stages : 
in the early stage, when you have this very marked 
immobility, you have, also, weakness—or even 
absolute extinction—of the breath sounds. Now. 
weakness of breath sounds is, apparently, a very 

trivial observation from the physical sign point ot 
view, one that often is very little stressed. It is 
described as one due to many different causes. Absence 
or diminution of breath sounds in massive collapse 
is a phenomenon much more marked than in the 
more usual conditions which we associate with that 
physical sign. In the early stages of massive collapse 
these are leading physical signs. But the most 
important physical sign, the one that probably, in 
the vast majority of cases, leads to the immediate 
recognition of the condition by those experienced 
in it, is the extraordinary displacement of organs 
which takes place, particularly of the heart and 
of the abdominal viscera, owing to the displacement 
upwards of the diaphragm. There have been remark- 
able mistakes made as a result of overlooking this 
condition. In my experience in France I saw many 
cases in which pneumothorax was diagnosed, and 
yet the real condition was that the left side of the 
diaphragm had been displaced high that the 
tympanitic resonance of the stomach was reaching 
the third or fourth rib, and so was mistaken for 
pneumothorax, sometimes with unpleasant results. 
To give you an idea of the extraordinary extent of 
the displacement: the heart way be displaced to a 
degree to suggest congenital transposition of viscera. 
I have myself made the mistake in a case of massive 
collapse of the lung of thinking that there was no 
massive collapse present, and that it was a case of 
congenital transposition of the viscera. That will 
give you an idea of the extreme displacement which 
may take place, without necessarily the development 
of any symptoms at all. 

So one would lay stress on the great immobility 
of the chest wall on the affected side, on the extra- 
ordinary degree of displacement of the contents of 
the thorax, such as the heart, and the extreme 
displacement of the abdominal viscera owing tuo 
the high position of the diaphragm. 

In the second stage of the condition, weakness of 
breath sounds becomes replaced by what is described 
as tubular breathing; and it is the most perfect 
tubular breathing that one is acquainted with. It may 
reach a degree of development even greater than 
that which we are familiar with in lobar pneumonia : 
it may reach a degree which justifies, almost, the 
term *‘ cavernous.” And inasmuch as the area of 
massive collapse may often be a very large one, | 
need not say that physical signs of that description 
over a very large area, without the patient, perhaps. 
presenting very marked symptoms, leads to extra 
ordinary confusion sometimes in the mind of th: 
observer, because he has been so convinced in his 
training that breathing of that character must mea: 
pneumonic consolidation, that he fails to recognis 


so 


the tubular breathing of massive collapse that 
may be even more marked than in pneumoni 
consolidation. 


In the later stage of the condition you have thx 
development of a number of moist sounds, abundan' 
rales and crepitations, or, to put them in their prope 





physical signs of cases of massive collapse is the 





erder, crepitations and rales, with the result, agair 
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of producing a clinical picture extraordinarily similar 
to that of pneumonia. 

The symptoms of the condition are not very 
characteristic, and they are extremely variable. 
There may be a degree of massive collapse not, 
perhaps, so great as that seen in this specimen before 
you, but not far short of that, and yet without the 
presence of any obvious symptoms at all, at any rate 
when the patient is in bed. But, as I have recorded 
lsewhere, I have known the case of a man who 
was hit in the lower part of the chest, at the 
back, by a bullet, which produced such a superficial 
wound that it dropped on the floor when he took 
off his clothes, and he had walked four miles after 
he had been hit. He was admitted into hospital 
on the evening of the day he was hit, and he had 
no appreciable discomfort of any kind, yet he had 
collapse of the whole of one lung, on the side opposite 
to that wounded, symptoms may thus be entirely 
absent. In other cases dyspnoea, of varying degrees 
of urgency, may be present, and in the later stages 
of the condition, more especially when those fine 
rales and crepitations which I alluded to before are 
present, the patient may have some cough and some 
expectoration. The essential clinical fact is that 
you may have a very large area of one lung thrown 
out of gear and made useless from the respiratory 
point of view, without the development of any 
serious symptoms to attract attention. 


SITUATION, 

\s regards the situation of a massive collapse it 
is most commonly present in the basal portions of 
the lung. Perhaps the seat of election is the upper 
part of the middle third of the lower lobe, but it 
may involve the whole of one lung. I have not been 
absolutely satisfied, from my own observation, of 
massive collapse involving the apex only. Of course, 
vou have the apex involved when the whole lung is 
implicated, but I do not dogmatise about it, because 
it is a difficult observation to make. In some cases 
the condition is bilateral, and here again it is often 
difficult to recognise, because if there is weak breathing 
at both bases you have lost your standard, and it 
is very difficult to be absolutely certain of the diagnosis 
short of X ray examination, and that has not always 
been possible. 

COURSE. 

As to the course of the condition, one of the 
striking features of it is the rapidity with which the 
physical signs change. I mentioned a moment ago 
and I revert to it because I think it is a very instructive 
case—where an error of diagnosis was made through 
looking upon the case as one of congenital displacement 
of the heart. It was the case of a man with a trivial 
wound of the clavicle on one side, and he had massive 
collapse of such a degree as to cause the heart to 
be beating just internal to the right nipple, so there 
Was extreme collapse of the right lung. I was taken 
to see that case—as it was known I was interested 
in massive collapse and it was thought it might 
be an instance. The complete absence of any sym- 
ptoms led me to think there was no massive collapse, 
and that it was an instance of transposition. In 
that case the heart went back to the other side in 
+6 hours. That gives you an indication of the 
rapidity with which the physical signs may change, 
even in the most extensive massive collapse. 

Inflammatory complications may occur. The case 
may begin as one of massive collapse, and then it 
may become complicated by pleurisy, and even by 
the pouring out of fluid. Or it may be complicated 
by broncho-pneumonia, by confluent lobular pneu- 
monia; and then, unless you have seen the case 
from the beginning a diagnosis would be impossible, 
because then the case resembles ordinary pleural 
effusion or broncho-pneumonia. 


DIAGNOSIS. 
With reference to diagnosis, I have perhaps said 
enough already to point out that the diagnosis is 


often difficult, and it may be especially so in some 
cases of what is spoken of as contralateral massive 
collapse, understanding by that term cases in which 
massive collapse occurs on one side of the chest after 
an injury to the other side, and sometimes a com- 
paratively trivial injury. The diagnosis is generally 
arrived at by considering the physical signs which 
I have mentioned—namely, the extreme immobility, 
the extreme displacement, together with the absence 
of marked symptoms. But extraordinary errors are 
liable to be made, some of which I have already 
mentioned, as, for example, imagining that the 
mischief is on the opposite side of the chest to that 
on which it really is, and the diagnosis of pneumo- 
thorax as a result of mistaking the gastric resonance 
for air in the pleural cavity. 


THE NATURE OF MASSIVE COLLAPSE, 


To pass, now, to the more interesting question as 
to the nature and mode of production of massive 
collapse. In discussing that, we have to consider 
the relation of the chest wall to the underlying 
lung. Now, Mr. President and gentlemen, the 
relation of the chest wall to the underlying lung is, 
I think, more complex than many of us in our everyday 
work think; we are rather overpressed with the 
idea of the relation being an entirely mechanical 
one. Of course, there is a mechanical relationship 
between the volume of the lung and the volume of 
the chest. Any of you who have examined a young 
child with reference to whether any pulmonary lesion 
is present knows that if a child with a soft chest is 
placed face downwards on the nurse’s knee, that 
unless the nurse holds the child perfectly straight- 
that is to say, if the spinal column is a little curved, 
thus hampering the movements of the chest, this 
hampering, slight as it is, will, in the child, produce 
a perfectly definite area of dullness, which can be 
marked out by percussion, and produces weak breath 
sounds. And when the chest is straightened again 
and the child takes a deep breath, crepitations, &c., 
may be heard. Many a young student makes an 
erroneous diagnosis of the presence of pneumonia 
because he has not taken precautions to see that 
the two sides of the chest are symmetrically disposed 
when it is examined in this way. That is a very 
striking instance of the extreme ease with which 
limitation of the movements of the chest will 
immediately produce effects in the underlying lung. 
So I do not think anything more need be said 
with reference to the anatomy and close mechanical 
relations existing between the volume of the lung 
and the size of the chest. But, above that, there 
is a vital, a living relationship between the two. 
There are experiments—of many years ago now and 
often forgotten—of Hering and Breuer, subsequently 
extended by Head in this country, showing the most 
extraordinarily delicate relationship between the 
volume of the lung and the tonus of the chest wall. 
Those who have seen these experiments will agree 
that there is an extraordinarily complex relationship 
between the volume of the lung and the tc nus of 
the musculature of the chest. The slightest « iminu- 
tion of the volume of the lung by sucking small 
quantity of air out of the trachea produces reflexly 
and immediately, an increase in the tonic . traction 
of the diaphragm and of the inspiratory nuscles, 
with the result of neutralising the sucking of the 
air out, and causing the intake of a larger volume. 
It is one of the most delicate reflexes known to the 
physiologist, and it is a most beautiful example of 
a pressure stimulus. A diminution, by a few milli- 
metres, of the pressure of air in the bronchial tree 
immediately produces a reflex, leading to an increased 
tonic contraction of the diaphragm and other 
inspiratory muscles. Conversely, the raising of the 
pressure produced by a very slight puff, barely 
audible, will produce an immediate expiratory tonus. 
So that, apart from the mechanical relationship 
existing between the volume of the lung and the 





volume of the chest, there is a very delicate 
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complicated reflex nervous mechanism between the 
two, and this must be borne in mind. 


MECHANISM OF PRODUCTION. 


Now a few words with reference to the mechanism 
of the production of massive collapse. It would 
seem that if it is true—as it unquestionably is— 
that a very slight lesion incapable of producing 
severe symptoms on one side of the chest may, 
in the course of a few hours only, lead to extreme 
collapse of the opposite lung, it is difficult to see 
that this can be due to any other cause than a reflex 
mechanism of some kind. You cannot invoke 
bronchial obstruction to explain such a condition 
as that, and it is difficult to see how you can invoke 
any palsy. ‘There must be some reflex mechanism. 
If there be a reflex mechanism of that kind, is it 
that the lung first of all becomes collapsed and 
then the chest wall, following it, becomes immobile ? 
Or is it that the chest wall becomes immobile and, 
as a result of that, the lung collapses? We know 
that if you impede the respiratory movements, or 
if you obstruct the bronchial tree, the rate of 
absorption of the air of the lung is extremely rapid. 
So there is no particular difficulty in understanding 
that collapse of the lung should be brought about 
if, by some mechanism, immobility of the chest 
wall is brought about. On the other hand, it is 
difficult to believe that there can be, as the result 
of an injury of the chest wall, any activation of 
a reflex mechanism which acts directly on the lung. 
I know it has been suggested that possibly the 
involuntary muscular tissue in the lung may lead 
to its contraction. It has also been suggested that 
there may be reflex effects on the vessels of the 
lung. It would take too long to discuss these points, 
but they are not very plausible hypotheses. On the 
other hand, though one cannot say what the nature 
of the reflex mechanism is, yet it is not incredible 
that there may be a reflex mechanism which may 
lead to immobility of the chest wall. At any rate 
it is very difficult to believe that the phenomena 
can be due to any primary obstruction of the bronchial 
tree, either by spasm, or by blood, or by secretions, 
or what not. Blood and secretions, &c., are rather 
excluded, ab initio, by limiting our consideration to 
the cases of contralateral massive collapse following 
trivial injuries of the chest wall. Further, I think 
the main reason one is sceptical as to any primary 
mechanism of bronchial obstruction is that surely 
all varieties of bronchial obstruction which we know 
produce symptoms, and it is very difficult for me 
to see that you could have such a degree of bronchial 
obstruction brought about as to lead to collapse 
of the whole of one lung and yet the patient have 
no symptoms of distress of any kind. Therefore I 
incline rather more to the view that there must 
be a reflex mechanism of some kind which acts 
primarily on the wall of the thoracic chamber, both 
on the diaphragm and on the intercostal muscles, 
and in that way brings about the immobility of 
the chest; and. as a result of this, the air in the 
lungs is absorbed and massive collapse ensues. 


CONCLUSION, 

Mr. President and Fellows of the College, those 
are the main considerations which I wished to put 
before you. I am quite aware of the fact that it 
is by no means a satisfactory or complete, or even 
a partial, explanation of the phenomena of massive 
collapse ; at the same time, I think that the study 
of this condition, particularly when it occurs in 
association with simple injuries, is of great interest, 
and one in which we are dealing, perhaps, as I hinted 
earlier in my remarks, with a condition where there 
is really at work some mechanism more complicated 
than a mere mechanical relationship between the 
contents of the thorax and the parietes. Of course, 
a superficial comparison which must occur to anybody 
who thinks about the condition is, that it presents 
some resemblances to the rigidity of the abdominal 





wall which we are familiar with in abdominal diseases. 
Whether it is more than a superficial resemblance I 
do not know, but at any rate I suggest that those who 
have the opportunities of observing the occurrence 
of this condition—and surgeons are more likely to 
have these opportunities than physicians—will be 
able in the near future to throw more light on the 
nature of its causation. 
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INCREASING knowledge of the pathology of the 
gall-bladder is making it evident that disease of this 
organ is one of the commonest causes of dyspepsia 
and ill-health. In my own series there have been 
574 cases. Although the total number of peptic 
ulcers in the same time-period has been 1277, the 
number of gall-bladder lesions has been greater 
than the ulcers of any one group—namely, 401 
duodenal, 389 lesser curve, and 188 pyloric ulcers. 
It must be realised also that the greater number of 
these cases of gall-bladder disease were grosserexamples 
which were associated with gall-stones, for it is only 
within recent years that it has been widely appreciated 
that cholecystitis may be present and may cause a 
considerable impairment of the general health without 
having as yet led to the formation of calculi. 

My own figures support the well-known views that 
the disease is much more commonly found in women, 
there being 451, or 78-5 per cent., females. Especially 
common is it in extremely fat women. Although 
these are two of the earliest known points in our 
knowledge of the disease, so that the formation of gall- 
stones has long been regarded as a just retribution 
for a life of greed, yet we are far from understanding 
why calculi should be so much more common in 
women, and in women of this type. Indeed, with 
the increase of our knowledge the understanding 
of these facts has become more difficult. 


FORMATION OF CALCULI. 


In the investigation of the cause of cholecystitis 
and calculi formation one fact is outstanding, and 
that is that the majority of calculi are largely formed 
of cholesterol. Although this substance is normally 
present in the bile, is apparently present in larger 
quantities in women, and is greatly increased both in 
the blood and bile during pregnancy and some diseases, 
it appears to be quite certain that it is only found in 
those stones which are formed in the gall-bladder. 
In some cases it may be pure, giving rise to a relatively 
small solitary calculus which is formed of amorphous 
cholesterol or is slightly tinted with bile-pigment ; in 
other cases a certain percentage of calcium carbonate 
and pigment may be present. It would thus seem 
natural to believe that this cholesterol had been simply 
deposited from the bile owing to the concentrating 
effect of the gall-bladder action, especially if the 
cholesterol-content of the bile is above normal. There 
are, however, as will be shown presently, many reasons 
against the acceptance of this view. 

The other main group of calculi are those formed of 
pure pigment calcium. They are much less common, 
only 45 of my series being of this type, and appear 
to be generally formed in the ducts. If calculi are 
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found at birth or in very young children, or are 
primarily deposited in the intrahepatic ducts, they 
are always of pure pigment calcium and may be 
formed in the absence of any inflammatory change. 
They are also found in a very large proportion of cases 
of acholuric jaundice, when they may be deposited 
in the gall-bladder or in the bile-ducts, and if removed 
from the gall-bladder, or even if a cholecystectomy 
be performed, they will almost certainly recur in the 
ducts unless the spleen has been removed. It thus 
seems certain that this particular variety of calculus 
may be formed owing to a metabolic error. Like the 
other varieties of calculi, they may also, however, be 
deposited owing to inflammatory changes ; thus true 
recurrent calculi in the common bile-duct occurring after 
cholecystectomy and due to the presence of cholangitis 
are formed of pigment calcium alone. 

In my opinion the other varieties of calculi always 
owe their inception to the presence of chronic inflam- 


1 2 


organic matrix, and are therefore almost certainly 
deposited by a process of adsorption. ‘Thus it is that 
a biliary calculus cannot be made to dissolve in a 
solvent of cholesterol or bile-pigment. 

In a large number of the cases the clinical history 
dates back to an infection. In the past this was 
commonly typhoid fever, but now that this disease 
is becoming a rarity it is not uncommon to find a past 
history of influenza, pneumonia, or some other infection 
from which the gall-bladder symptoms date. It 
well known that in cases of typhoid fever acute 
cholecystitis may occur during the course of the active 
disease, and under such conditions gall-stones are not 
found. It is only of recent years that it is becoming 
appreciated that symptoms of mild cholecystitis may 
occur with many forms of general infection, that 
dyspeptic symptoms may be initiated at this time, and 


is 


that it is only later that evidence of gall-bladder 
disease dominates the clinical picture. In some of 
3 4 5 























It contained one small stone. 


* were no stones. 
There were no stones. 


Fic, 1.—Ty phoid cholecystitis showing gross changes in the bladder wall and only a few small calculi. 
F1G,. 2.—Strawberry gall-bladder as removed at operation. 
Fic. 3 —Lipoid deposits forming papillary masses in the gall-bladder. 
Fic. 4.—Strawberry gall-bladder found post mortem in a patient who died of eclamp<ia. 
Fic. 5.—Intramural calculi. 
the lumen. 


matory changes, and the evidence that has often been 
adduced that there is here also a metabolic change 
does not appear to be sufficient. They occur much 
more commonly in middle age. In my own group 320 
occurred between the ages of 40 and 60. 
case in which calculi other than those of the pure 
pigment type have been removed, there has always 
been evidence of a chronic inflammatory change in the 
gall-bladder. 
secondary to the gall-stones and is not their cause 
would not appear to be correct, for it is relatively 
common to find inflammatory changes in the gall- 
bladder with no calculi, but caleuli without inflam- 
matory changes are never seen. The recent work of 
Illingworth and Wilkie. showing that the infection 
is in the substance of the gall-bladder wall and not 
in the mucous membrane, strongly 
view that the inflammation is the primary change. 
The careful examination of any calculus will show 
that usually its whole structure and always its outer 
layers are deposited in an amorphous form and never 
oceur as crystals. If crystals are present they are 
found only in the centre of the calculus and are 
probably due to a secondary change. If the con- 
stituents of the calculus had been simply deposited 
from a super-saturated solution, they would certainly 
have come down in a crystalline form. The amorphous 
deposits occur, however, always in association with an 


Several stones are seen in cystic spaces in the wall of the gall-bladder. 


In every | 
| years before and 
, typhoid bacilli being present in the stools. 


The suggestion that this change is | 


supports the | 


There were none in 


these infections a very gross and marked change may 
be found in the gall-bladder wall, while gall-stones are 
very small or absent. An interesting example of such 
is the specific typhoid cholecystitis which is shown 
in Fig. 1. The patient had had typhoid fever two 
had become a typhoid carrier, 
The gall- 
bladder shows a very great thickening of its wall, but 
only a few small stones. After removal of the gall- 
bladder the patient ceased to be a carrier, the typhoid 
bacilli disappearing from the stools. It seems <r 
certain that in cases of this sort the cholecystitis 
is the primary poo and that the gall-stone formation 
is a secondary effect. 

It is in the formation of pure cholesterol calculi 
especially that claims have been put forward that 
the stones are primary and are not due to a past 
infection. The work of Aschoff and Bacmeinster is 
well known in this connexion, but here again it is 
difficult to accept their views, for such calculi always 
occur as a single stone in a dilated gall-bladder and 
are never formed in the ducts, and it is difficult to see 
why this should be the case if they originated as a 
simple deposition of cholesterol. My own experience 
with this variety is very definite. There have, in my 


| series, been 23 examples, every one of which showed 


inflammatory changes in the gall-bladder, eight being 
associated with acute cholecystitis and 15 with chronic. 








336 THE LANCET,] 


MR. A. J. WALTON : CHOLECYSTITIS AND CHOLELITHIASIS. 


[FEB. 15, 1930 








That curious condition known as the “ strawberry 
gall-bladder ”’ is perhaps not quite so definite. There 
is here a lipoid deposit which Boyd has shown to be 
an ester of cholesterol (Fig. 2). It is most commonly 
seen as streaks which are deposited in the apices 
of the swollen folds of mucosa. It may actually occur 
in the epithelial cells or in the delicate areolar tissue 
beneath. These streaks are usually distributed over 
the whole of the gall-bladder lining, but end abruptly 
at the commencement of the cystic duct. In some 
cases, however, it is aggregated in localised masses so 
as to form small yellowish-white papillomata (Fig. 3), 
which are most commonly situated in the fundus of the 
bladder. This method of deposition and limitation 
to the gall-bladder itself would suggest at first sight 
that the deposit was due to a metabolic change. The 
well-marked specimen illustrated in Fig. 4, which was 
obtained from a patient who died from eclampsia 
in pregnancy, would seem to support this view. 
Tilingworth has shown, however, that the condition 
usually occurs in association with a mild cholecystitis, 
although at times it appears to be primary. In 17 of 
his 35 cases gall-stones were present. He also made 
the interesting observation that it could not 
produced experimentally by increasing the blood 
cholesterol, but could be obtained by simultaneously 
increasing the cholesterol and infecting the gall- 
bladder wall. Baumgartner found that the condition 
was relatively common, it being present in 23 per cent. 
of all lesions of the gall-bladder, and stones being 
present in 50 per cent. of the cases. It seems probable, 
therefore, that even in this condition the primary 
change is inflammatory. 

Interesting cases are occasionally seen in which 
stones appear to be present in the wall of the gall- 
bladder, but it is probable that these are not developed 
in the submucosa but in small hernial protrusions of 
the mucosa which have been shut off. The specimen 
seen in Fig. 5 shows several cystic-like spaces at the 
fundus which appear to be of this nature. 


One of the strongest arguments that has been 
brought forward in support of the metabolic theory 
is the fact that some 75-80 per cent. of all cases of gall- 
stones occur in women who have had children, and, 
as it is known that the blood cholesterol is increased 
during pregnancy, it has been assumed that this change 
might account for the deposition of the stones. As in 
so many general observations of this sort, no attempt 
has been made to obtain controlled observations, and 
before we arrive at this conclusion we must know 
definitely what is the proportion of women between 
the ages of 40 and 60 who have had children. It is 
very probable indeed that in the general population 
at least 75 per cent. of women of this age are the 
mothers of children. 


PATHS OF INFECTION. 

Even if the above evidence be accepted that all 
calcnli other than a few of the pure pigment calcium 
type are due to an infection of the gall-bladder, one 
can only hope in the future to prevent such changes 
if one has a complete understanding of the method by 
which such an infection reaches the bladder. The 
difficulties in obtaining such knowledge are increased 
by the fact that there are so many possible paths. 
These may be considered as follows: (1) up the 
common and cystic ducts; (2) along the portal vein, 
through the liver and into the bile, and so along the 
ducts to the gall-bladder; (3) by means of the 
systemic circulation ; and (4) by direct or lymphatic 
spread from the liver, or some other organ such as the 
appendix. . 

It is natural to suppose that where there is an open 
path from the gall-bladder to the duodenum which 
normally contains organisms the easiest path of 
infection would be up this duct. This view was 
supported by the early observations that infections 
of the gall-bladder were most commonly due to Bacillus 
typhosus or B. coli. Hurst’s observation that the 
achylia which is not infrequently found with gall-stones 
is dependent upon gastritis and may lead to an 
mecrease in the number of organisms in the duodenum 





is evidence in support of this view. It is, however, 
remarkable that increasing knowledge seems to show 
that what might be regarded as the natural paths of 
infection are, as a rule, so well protected that they are ° 
but rarely used. It is being realised, for instance, 
that infection of the kidney hardly ever takes place 
up the lumen of the ureter, nor do infections of the 
stomach usually arise from the ingestion of infected 
food. In the same way there is a considerable 
amount of evidence that ascending infections of the 
gall-bladder are rare. It is known, for instance, that 
the duodenum contains fewer organisms than any 
other portion of the intestinal tract, also a cholangitis 
even of a mild degree is a rare complication of gall- 
stones, and is practically only found as a sequence to, 
and not as a precursor of, gross disease of the gall- 
bladder. It has been frequently found also that in 
cases of chronic cholecystitis organisms could not be 
obtained from the bile, although in many cases they 
were found in the centre of gall-stones. Illingworth 
and Wilkie’s observation that organisms are more 
common in the wall of the gall-bladder is also a 
strong argument against the possibility of this path 
of infection. The interesting fact has also long been 
known that whereas with typhoid fever it is very 
frequent to find B. typhosus in the bile, a cholecystitis 
is relatively rare, thus seeming to show that an infected 
bile is unlikely to lead to any change in the gall- 
bladder by direct passage. ; 

Although the belief that the organisms were 
excreted by the liver into the bile, and thus infected 
the gall-bladder, was fascinating in that it was known 
that the liver had an inhibitory action upon organisms, 
and thus a chronic infection of the gall-bladder- 
which alone can give rise to gall-stones—would be 
more likely to be caused, yet many of the above 
observations seem to prove that infection from the 
bile itself is unlikely even by this path; moreover. 
such a means of infection would in no way explain 
the usual absence of cholangitis. 

To-day, therefore, the general opinion is that the 
infection of the gall-bladder itself occurs either as a 
systemic infection or by direct or lymphatic spread 
from the gall-bladder or appendix. I have never been 
satisfied that sufficient evidence has been brought 
forward of a really close relationship between appen- 
dicitis and cholecystitis. That the two conditions 
can occur together is undoubted, but in my experience 
this has been relitively rare—that is to say, by no 
means as frequent as is commonly stated. In many 
cases of an operation upon the gall-bladder the 
appendix has been found to show some fibrosis or a 
few adhesions; which fact has been accepted—in 
my opinion unjustifiably—as evidence of a past 
appendicitis. That the primary infection is in the 
gall-bladder wall can, I think, be accepted to-day as 
true in the vast majority of cases. The experimental 
work of Illingworth and Wilkie showing that the bile 
inhibits the growth of organisms, that in cases of 
cholecystitis it is often sterile, that organisms 


-usually streptococci—are found in the substance of 


the gall-bladder wall and that these organisms when 
injected into the lumen of the gall-bladder produce 
no change, whereas when they are injected into the 
substance of the wall they generally produce a 
cholecystitis, appear to make this quite definite. 
Graham has shown that in most cases of cholecystitis 
there is an adjacent hepatitis suggesting that the 
primary infection might have been of the liver and 
thence passed by direct or lymphatic spread to the 
gall-bladder wall. It could, however, be argued 
equally well that the infection had spread from the 
gall-bladder to the liver—a path which I think is more 
probable, in that the liver changes are always most 
marked in the immediate vicinity of the gall-bladder. 
The long-standing work of Rosenow, showing that 
cholecystitis could be produced by the injection of 
specific organisms into the blood stream, and Mann’s 
interesting observation that an acute cholecystitis 
rapidly followed the injection of Dakin’s solution into 
the blood stream, strongly suggest that the infection is 
through the systemic blood stream. Many clinica. 
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facts support these views. It has been known for 
years that cholecystitis might follow influenzal and 
pneumonic infections and that the organisms of these 
diseases might be found in the gall-bladder. 

Some years ago I was impressed with the frequency 
with which gall-bladder changes were associated with 
urinary symptoms. Of the series of 347 cases I 
examined, 73, or 21 per cent., showed such symptoms, 
and of a smaller series in which the urine was specially 
examined B. coli was found in 75 per cent. Even at 
this time clinical facts, therefore, seemed to support 
the view that a cholecystitis was only the later result 
of a mild general septicemia, usually due to the 
B. coli group of organisms. Of late years it is becoming 
widely appreciated that gall-bladder symptoms, 
especially in their early stages, are often associated 
with other evidence of general infection. They may 
occur with osteo-arthritis, tonsillitis, dental sepsis, and 
gastro-intestinal disturbances. Evidence, therefore, 
that a cholecystitis is only a part of or the late 
result of a mild general septicemia appears to be very 
strong, the great point of interest being that whereas 
a few years ago the indications were that such 
infections were most commonly of the B. coli or 
typhoid group, to-day they seem more generally to 
be the late results of a chronic streptococcal infection. 


RECURRENCE OF CALCULI, 

This modern evidence in support of the view that 
chronic cholecystitis is inflammatory in origin and is 
the late expression of a mild general septicaemia 
throws light upon the interesting questions of the 
important bearing of foreign bodies in the gall- 
bladder and the formation of recurrent calculi. The 
importance of foreign bodies within the lumen of the 
bladder has been recognised for many years, and it 
has even been believed that the dead bodies of micro- 
organisms formed the centre of every calculus. The 
evidence of this is uncertain, but it is clearly proved 
that any unabsorbable suture may act as a focus for 
the formation of calculi. In the olden days when 
cholecystostomy was a routine operation, a_ silk 
suture used occasionally to be used for fixing in the 
drainage-tube. Several cases have been reported 
where at a later period there was evidence of the 
reformation of calculi, and at a second operation a 
calculous mass was found around the suture. One 
such case occurred in my series, and in the specimen 
it is evident that the calculous material is formed 
around a looped suture. This method of formation 
of stones was first reported by Homans and confirmed 
by the experimental work of Mignot, but since that 
time many other examples have been reported. It 
is interesting to note in the light of our modern 
knowledge that the majority of such sutures were 
in the substance of the gall-bladder wall, and probably 
did not project into the lumen. Nevertheless, in 
Mignot’s experiments the suture was placed actually 
in the cavity of the gall-bladder. Clinically his 
experiments have to a certain extent been repro- 
duced by Nature, in that cases have been reported 
where a round worm has crawled up the cystic duct 
into the cavity of the gall-bladder and the dead body 
has formed the nucleus of a calculus. 

Recurrent calculi in a few cases may actually be 
formed in the ducts. The best example of such a 
true recurrence is in the case of acholuric jaundice, 
where the gall-bladder has been drained or removed 
and the spleen left untouched. They may also occur 
if there has been a definite cholangitis. In both these 
cases the calculi are formed of pure pigment-calcium 
and not uncommonly form a soft putty-like mass. 
The greater number of clinical recurrences are either 
due to stones having been overlooked at the first 
operation, either in the bladder or ducts, or to a true 
reformation in the gall-bladder. Stones may easily 
be overlooked even in the gall-bladder itself if it be 
acutely inflamed ; much more readily does this happen 
in an abnormally long cystic duct or in the common 
duct if the gall-bladder be drained or even removed 
without exploration of the ducts. My own experience 
has been that stones may occur in the common duct 





and yet give rise to none of the characteristic symptoms. 
In my own series of 95 common duct stones there 
were 29 which were unassociated with jaundice. 
Nor is it always possible to feel the stones from 
without. I have not uncommonly foun 1 duct which 
has appeared perfectly normal upon exter * palpation, 
but upon the introduction of a pair of force, a calculus 
has been removed. If a cholecystostomy be per- 
formed, a routine exploration of the duct can only 
be carried out by making a separate incision into the 
common duct, a step which would often appear to be 
unjustifiable. Overlooked stones which have remained 
in the common duct or in the stump of the cystic 
duct can be distinguished from true recurring calculi 
by the fact that they generally contain some cholesterol 
as an indication that they were formed within 
the gall-bladder. True recurring stones in the gall- 
bladder are usually of the same structure as those 
removed at the first operation, and therefore it may 
be impossible to say with certainty whether they were 
overlooked at the first operation or have been formed 
since. They form much the higher proportion of 
so-called recurring calculi. In my own 28 cases 
of recurrence 22 occurred in the gall-bladder after 
cholecystostomy ; of these, 4 took place in a total of 
51 cholecystostomies which I had performed myself, 
this giving a recurrence-rate of nearly 6 per cent. 

a further indication that the formation of calculi is 
dependent upon the presence of an inflamed gall- 
bladder and not, as a rule, upon any metabolic error. 
The removal of the gall-bladder would seem to be 
clearly indicated as the routine operation, not only 
because it alone gets rid of the seat of the chronic 
inflammation, but it allows an easy routine examination 
of the bile-duct so that calculi are less likely to be 
overlooked. 


SYMPTOMATOLOGY, 

It is unnecessary to-day to point out that colic or 
jaundice or the presence of suppuration in the gall- 
bladder are not the symptoms of gall-stones but of 
their complications, and therefore do not enter into 
our present discussion. 

It is now being realised that in the early stages 
the symptoms are often only a part of some general 
septic infection. The association of cholecystitis with 
a general chronic arthritis has been discussed by 
Wilkie and is to-day well recognised. In other cases 
there is either a past history of frequent attacks 
of sepsis of the tonsil or of the mouth and teeth, or 
indeed the patient may be actually under treatment 
with these conditions. I have seen a considerable 
number of cases of late in which patients have been 
under treatment for several weeks with mild attacks 
of pyrexia, a general feeling of malaise, evidences 
of dental and tonsillar sepsis, and later have developed 
dyspeptic symptoms and then pain and tenderness 
localised over the gall-bladder. The frequency with 
which cholecystitis has a history of onset after a 
certain pregnancy, and especially one associated with 
a B. coli infection, has already been mentioned, but 
to-day it seems more common for the symptoms to 
follow what is usually described as an influenzal 
attack. 

Even when the infection is localised to the gall- 
bladder the symptoms in the earlier stages are ill- 
defined and likely to be overlooked. They consist of 
general dyspeptic disturbances, which at first may 
consist of a feeling of fullness, nausea, and vomiting, 
and a loss of appetite, but shortly after onset there is 
a distinct pain which commences in the epigastrium. 
passes to the right hypochondrium, and is associated 
with deep tenderness over the liver and gall-bladder. 
It is probable that at this period there is a catarrhal 
cholecystitis. Later the symptoms become more 
localised, the pyrexia tends to disappear, and the 
patient is left with a characteristic dyspepsia of 
cholecystitis. Thisshows itself as a feeling of fullness 
and distension after meals, which persists day by day 
without any intermission. The discomfort occurs 
immediately after meals or even before the meal is 
completed. It is often associated with a persistent 
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occipital headache. During this more prolonged 
period exacerbations of the general or local infection 
are likely to occur, so that there may be pyrexial 
attacks of unknown origin associated with an increase 
of the general malaise. If the inflammation be more 
localised there will be an increase of the pain and 
tenderness in the gall-bladder area, and with each 
attack the characteristic gall-bladder hyperesthesia 
may be evident. The cause of the dyspeptic symptoms 
during this period is but ill-understood. It is natural 
to suppose that the symptoms are dependent upon 
the contractions of a diseased gall-bladder which 
probably occur during or shortly after the ingestion 
of food. The complicated experimental work tending 
to show that the gall-bladder has no inherent power 
of contraction does not negative this supposition, 
for with the introduction of cholecystography it has 
been made quite evident that the partaking of certain 
foods, especially fat and yolk of egg, will cause 
emptying of the gall-bladder (Boydon). It has, 
however, been my experience that a large number of 
patients have continued to suffer from this flatulent 
dyspepsia for some weeks, or sometimes even for 
two or three months, after removal of the gall-bladder, 
and the fact that some 40 per cent. of cases of chronic 
cholecystitis have an absence of free acid in their test- 
meals would make it evident that they are the subjects 
of a chronic gastritis which possibly may be a relic 
of a general infection and which tends to persist for a 
short time after removal of the gall-bladder. 


FINDINGS AT OPERATION. 


The pathology of the gall-bladder in this stage of 
the disease is of considerable interest. If the con- 
dition be operated upon during an exacerbation, the 
gall-bladder, instead of presenting the characteristic 
deep blue appearance due to the bile shining through 
the thin wall, is seen to be thick, opaque, and 
cedematous. One or more enlarged lymph glands may 
be felt adjacent to the cystic duct, but according to 
Baumgartner, in 40 per cent. there are no stones. It 
is very probable that this condition is purely catarrhal 
and may heal between the attacks. It is evident, 
therefore, that the treatment should not be surgical 
unless there is very definite evidence that the change 
is not only recurrent but is maintaining the general 
infection. In other cases the typical ‘* strawberry ” 
gall-bladder may be present. This is very difficult to 
diagnose from the external appearance. Like the 
last group, the gall-bladder wall is thick and opaque 
and may show an cedema and enlargement of the 
lymphatic glands. More commonly, however, there 
is some early fibrosis, so that the gall-bladder wall is 
already harder and thicker than normal, and may show 
some distortion. As only 50 per cent. of this variety 
are associated with gall-stones, the absence of calculi 
cannot be taken as evidence that the gall-bladder is 
normal. In the later stages there may be distinct 
fibrosis with the formation of stones, the condition 
passing on to that of the well-known chronic chole- 
cystitis. Since in the early stages the changes are so 
ill-defined, it is important to recognise the evidence 
which at operation may be accepted as warranting a 
diagnosis of cholecystitis. If stones are present, the 
nature of the lesion is, of course, evident. In my 
experience a gall-bladder which is not acutely inflamed 
or whose ducts are not completely obstructed can 
always be emptied by gentle pressure and the stones 
therefore palpated. Since, however, calculi are absent 
in a large number of these early cases, reliance will 
have to be placed upon other changes. In order of 
importance I would place these as: (1) changes in 
colour ; (2) thickening from fibrosis or cedema ; (3) the 
presence of enlarged glands; and (4) fibrosis of the 
adjacent liver. Of this latter change I am not nearly 
so confident as others appear to be. That a certain 
amount of fibrosis of the liver is very common in 
chronic cholecystitis is a fact accepted by all, but I 
am certain that a similar change may be found where 
there is a Riedel’s lobe to the liver and where the liver 
has dropped as a whole. 





A consideration of these pathological changes will 
make it evident that a clinical diagnosis at this stage is 
far from being easy. In the early periods the problem 
before us is that we have a patient suffering from 
prolonged and relapsing septic infection, the primary 
source of which it is very often difficult to locate, and 
a careful examination of the tonsils, teeth, and 
accessory nasal sinuses is generally required before the 
gall-bladder can be considered as the seat of infection. 
When the dyspeptic symptoms dominate the clinical 
picture, the diagnosis from a chronic gastritis, from 
visceroptosis, and from chronic pancreatitis may be 
associated with considerable difficulty. At one time 
it was thought that the Meltzer-Lyon test would be 
very helpful in these cases, but in my own relatively 
small experience it has been of very little help. 
Undoubtedly to-day the greatest help is obtained by 
cholecystography, but, as with all valuable means of 
investigation, there is some danger that too much 
reliance may be placed upon this method. When it is 
remembered that this test is dependent upon the fact 
that a dye which is opaque to the X rays is excreted 
by the liver into the bile, and that the bile containing 
it is concentrated to a marked degree by the normally 
functioning gall-bladder, it will be realised that in 
this country, where the dye is nearly always admin- 
istered by mouth, a shadow of the normal gall-bladder 
indicates that the dye is being adequately absorbed 
from the intestine, that it is being normally secreted 
by the liver, that the liver secretions are passing 
freely into the gall-bladder, and that the gall-bladder 
is adequately concentrating the bile. An error in 
any one of these steps would lead to an absence of 
the normal gall-bladder shadow, and hence the 
absence of the shadow alone must not be regarded 
as definite evidence that the function of the gall- 
bladder is at fault. In the same way irregularities 
of outline do not of necessity mean a chronic inflam- 
mation of the gall-bladder. Alterations in its shape 
due to congenital deformities or to the presence of 
congenital cystico-colic or cystico-duodenal bands, 
which are of little or no clinical importance, are well 
recognised and may be a source of fallacy. I am 
confident that to-day far too many gall-bladders are 
being operated upon simply because there is an 
absence of the normal shadow or because the gall- 
bladder shows some irregularity. in outline. 


TREATMENT. 


The diagnosis of gall-bladder lesions has now reached 
the stage which gastric lesions occupied a few years 
ago, and there is a tendency to advocate operation 
as soon as any inflammatory change or an error of 
function is recognised. As with early lesions of 
the stomach and duodenum, it must be remembered 
that although distinct changes may be diagnosed and 
their presence confirmed by cholecystography, they 
may still be curable by medical treatment. That 
some of these milder degrees of cholecystitis may be 
so cured is beyond question. Whether the lipoid 
deposits causing a typical “‘ strawberry ”’ gall-bladder 
can also be cured without operation is less certain, 
but my own belief is that operative treatment should 
only be considered in these early stages if adequate 
relief is not gained by medical measures. If the 
symptoms of general infection do not abate, or if they 
frequently recur, if there is marked tenderness over 
the gall-bladder, and if these symptoms are associated 
with distinct evidence of an alteration in the func- 
tioning of the gall-bladder, then an operation should 
be undertaken. On the other hand, once there is 
evidence that stones are present, either owing to the 
presence of attacks of colic or to a positive appearance 
of calculi on a simple X ray plate, or as negative 


shadows after cholecystography, I am sure that 
operative treatment will be required sooner or 
later. 


The evidence I have put before you as to the 
method of formation of calculi is, to my mind, con- 
vincing that when once they are present they can 
never be dissolved, nor have I ever been able to obtain 
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ev. lence that a patient once having had caleuli has 
bee ' able to pass them and to be cured of the under- 
lyin * gall-bladder trouble. It is therefore far better 
to © erate in this stage where there is only a mild 
cholk cystitis, rather than to await the onset of severe 
end often dangerous complications. 

Tle actual technical details of the operation will 
becc me evident from the pathological considerations I 
hav+ put before you. Some years agoit was the custom, 
if the gall-bladder appeared but slightly changed, 
to remove the stones and to drain the viscus in the 
belief that the inflammatory changes would disappear, 
cholecystectomy being reserved only for the more 
advanced stages of the disease. When once it is 
accepted that the presence of stones is due to inflam- 
matory changes, and that these changes are dependent 
upon a blood-borne infection which is carried to the 
wall of the gall-bladder, it will be evident that a cure 
by draining of the viscus is most improbable, and 
indeed the frequency with which. the recurrence of 
ealeuli is found after simple cholecystostomy supports 
this view. We may say, therefore, that the ideal 
operation, both from theoretical and practical 
knowledge, is a cholecystectomy. Unquestionably 
this is an operation requiring greater care and technical 
knowledge than a cholecystostomy, but if it be 
accepted as an axiom that no duct be ever divided 
until the cystic, common, and hepatic ducts are all 
exposed, the danger of any operative accident is very 
greatly lessened. Since it is difficult, if indeed not 
impossible, to eliminate the presence of stones in the 
common duct by means of the clinical history or by 
means of external palpation, the common duct, 
wherever possible, should be explored through the 
stump of the cystic duct. My own view is that this 
step should also be followed by dilatation of the 
ampulla, so that there is a free passage of the bile into 
the duodenum. This, then, I would regard as the 
ideal operation, but in some cases it may not be 
possible. With very stout patients and those 
suffering from any severe complications, the carrying 
out of the whole of this procedure may be associated 
with very considerable risk to life, which is greater 
than that of overlooking stones in an unexplored 
common duct. In patients who are suffering with 
an acute or even gangrenous cholecystitis, the general 
condition may be so bad that the surgeon has to be 
satisfied with a cholecystostomy, although it is almost 
certain that a more radical operation may be required 


at a later date. The first consideration in such 
conditions must always be the safety of the 
patient. 


Whatever operative steps have been performed, I 
am strongly of the opinion that. it is always wise to 
insert a drainage-tube down to the cystic duct for a 
few days; however carefully the stump of the cystic 
duct be sutured a certain amount of leakage of bile 
may take place. There is no doubt that this not 
uncommonly occurs from small bile-ducts opening 
into the gall-bladder bed, and therefore is not depen- 
dent upon carelessness in the closure of the cystic 
duct. Should there be no tube a_ considerable 
amount of irritation or even an abscess may later 
arise. If the progress is uninterrupted it may be 
removed in two or three days; it has never in my 
experience led to the slightest disability, and can 
safely be used as a routine step. 


SUMMA 


[I would briefly summarise 
that: (1) cholelithiasis is, in 
dependent upon inflammatior of the gall-bladder ; 
(2) this inflammation is due to’ Jlood-borne infection ; 
(3) it is at first a part of a .neral infection or mild 
septicemia; (4) in the early stages of cholecystitis 
medical treatment should always be attempted ; 
(5) when once stones have been formed surgical 
interference should always be sought; (6) the ideal 
surgical treatment consists of cholecystectomy, explora- 
tion of the common duct, and dilatation of the 
ampulla. 


‘ese views by stating 
he majority of cases, 
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FoR many years it has been remarked that there 
is a certain type of child who is especially liable to 
rheumatism. This has been expressed as a “ rheu- 
matic diathesis.”” In the absence of definite evidence 
of the nature of the infecting agent, the most satis- 
factory method of attacking the cause of the disease 
seems to lie in investigation of the underlying 
metabolic condition, The presence of such an 
underlying condition is generally accepted as the 
only way of explaining some of the peculiar features 
of this disease—e.g., its extreme frequency in the 
poorer and its absence in the better classes of the 
populace, and also its relation to climate. 

It has been shown that in chorea there is an 
increased electrical excitability of the neuro-muscular 
junction during the active stages of the disease, and 
that this gradually passes off as recovery ensues.' 
It therefore seemed advisable to study the relationship 
of these results to the calcium metabolism of the 
children. The part played by calcium in regulating 
the excitability of nerves and muscles has been 
studied in experiments on animals and also in human 
beings ; some of the more important results are as 
follows. 

Animal Experiments. 

Biedermann ? first showed in 1880 that a curarised 

sartorius muscle in a sod:.n salt solution free of 


calcium shows increased irr bility and undergoes 
rhythmical contraction. Loe * demonstrated the 
same phenomenon with an :sotonic sodium salt 


solution, and showed that it was prevented by adding 
10 mg. of calcium per cent. He concluded * that we 
are indebted to the calcium in our blood to prevent 
our muscles constantly twitching.’”’ Keith Lucas ‘ 
showed that the minimal stimulus required to pro- 
duce excitation of a nerve increases in proportion 
to the amount of calcium in the solution bathing it. 
Again, if blood from a parathyroidectomised animal 
be perfused through the leg of a normal animal, it 
yroduces a rise in the excitability of the muscle. 
his excitability is diminished by adding calcium.°* 
After removal of the parathyroids in a dog, there 
is a fall in the serum calcium from 10-12 mg. per 
cent. to 5-8 mg. per cent., and the resulting tetany 
is relieved temporarily by intravenous injections of 
calcium. 
Results in Man. 

Howland and Marriott * showed that in active 
infantile tetany the muscles responded to an electrical 
stimulus obtained with the cathode opening current 
(C.0.C.) of less than 5 milliampéres ; after recovery the 
C.0.C. has to be greater than 5 milliampéres to produce 
a response. At the same time they showed that in 
active tetany the average value of the serum calcium 
was 5-6 mg. per cent.,as compared with a value after 
recovery of 10-2—11-0 mg. per cent. 

This is sufficient to prove the profound effect that 
a lack of calcium produces in increasing the electrical 
excitability of muscles and nerves. The question 
naturally arises of how far the increased electrical 
excitability met with in chorea is related to a calcium 


* Part of thesis approved for the Degree of Doctor of Medicine 
by the University of London. Part of this work was done 
during the tenure of the Parson’s Research Fellowship at Guy’s 
Hospital, and subsequently with the aid of a grant from the 
British Medical Association. 
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deficiency. The calcium in the blood is almost 
entirely present in the serum and the plasma, the 
cells containing but a small fraction of the total 
blood calcium.’ That part of the blood which 
comes into contact with the tissues is the plasma, 
and so it is the calcium content of plasma which 
should be measured, The serum calcium is directly 
proportional to the plasma calcium, although giving 
slightly lower values,’ and it is much more convenient 
to measure the serum content, as most methods for 
preventing coagulation depend upon precipitation 
or alteration of the state of the calcium (as by sodium 
oxalate and sodium citrate). 

The calcium in the serum is present in at least two 
forms: (a) That fixed by protein. The amount 
present in this form is directly proportional to the 
amount of protein present,® and is rendered inactive 
by its combination with protein. (6) Inorganic 
calcium. This is largely present as phosphate and 
bicarbonate, and is of special importance as it gives 
rise to the active calcium ions of the blood. Marrack 
and Thacker * believe that all the inorganic calcium 
of the blood is ionised, but Percival and Stewart 7 and 
Brinkman and van Dam ’® believe that only part is 
ionised. Whichever view is correct, the amount of 
ionic calcium present is certainly in proportion to the 
amount of inorganic calcium. It is therefore 
important to study not only the total serum calcium, 
but especially the inorganic calcium of the blood. 
The inorganic calcium can be separated from the 
blood by dialysis in vivo, as has been performed by 
Percival and Stewart 7 through the living peritoneal 
membrane, or in vitro through a collodion membrane 
(D. J. de Waard,'! Cushny,'? Walpole). There is 
always the danger that the state of the calcium may 
be altered during the time (which amounts to a matter 
of hours) that the dialysis is occurring. When 
working on human beings, Marrack and Thacker 
proved that the amount of calcium present in an 
inorganic form in the serum is the same as that 
present in normal cerebro-spinal fluid. 

The results obtained by these different observers 
may be summarised thus (Table I.). 


TABLE I. 
Inorganic Calcium of Blood. 











Mg. 
— per Method. 
cent. 
Percival and 6-4 In vivo dialysis in cats under ansesthesia. 
Stewart 7-4 Collodion membrane in man. 
Marrack and 5-8 Invitro dialysis through collodion mem- 
Thacker brane in man. 


Cerebro-spinal Fluid. 


Mg. per cent. 


Method. 


Matsuhashi '* 


Unaneesthetised dogs. 





Average. Range. 


5:1-6°5 


Non-meningitis cases 
without convulsions. 
Norma! men and children. 


Neale and 
Esslemont **° §-7 
Neustaedter** .. 5- 


x 


It is important to note that the calcium content 
of the cerebro-spinal fluid is not affected by repeated 
lumbar puncture.'? Matsuhashi showed that after 
removal of the parathyroids and part of the thyroid 
in dogs the cerebro-spinal calcium fell from 5-2 to 
4-2 mg. per cent., coincident with the onset of tetany. 


Methods in this Investigation. 

The method of estimating the calcium in the 
present investigation has been that of Bainbridge 
and Trevan,'* which gives reliable results to within 
+ 0°10 mg. per cent. For each estimation only 
1 c.cm. of fluid is needed; two or three determina- 
tions have been made wherever possible and the 
results averaged. 

The method consistsin the precipitation of the calcium by 
saturated ammonium oxalate and then washing the calcium 
oxalate precipitate twice with a saturated solution of 





ammonium oxalate. The calcium oxalate is dried and 
heated and so converted into the carbonate. The amount 
of this is estimated by dissolving in an excess of N/100 
phosphoric acid and backward titrating the excess of acid 
with N/100 sodium hydrate to an end-point of pH 3°97* 
(indicator brom-phenol blue), 


There are several precautions to be adopted. 

(a) Firstly it is essential to separate the serum from the 
blood soon after it is shed, otherwise the serum calcium value 
falls fairly rapidly. Apparently the calcium goes into the 
clot. The effect of allowing the serum to stand in contact 
with the clot is shown in Table IT. 


TABLE II. 
Mg. per cent. 


Immediately after drawing blood 10-99 
Slerom (After leaving clot with serum for 12 
obtained 1 hours in ice-chest —.. ae -- 10-40 
| After leaving clot with serum for four 
‘ days in ice-chest ais we ee 9-06 


If the serum is separated immediately, and it or the 
cerebro-spinal fluid stored in an ice-chest, the calcium 
content remains practically constant (Table III.). 


TABLE IIT. 


Cerebro-spinal fluid calcium content 


Ditto after 27 days in ice-chest 5°33 

Blood-serum calcium content oe 8-68 

Ditto after standing in room for 5 days 8-69 

(6b) Secondly, at least 16 hours must be allowed 
for complete precipitation of the calcium as oxalate. 


In this series of estimations 24 hours have elapsed in 
every case.’ It seems very probable that the neglect of 
these precautions accounts for many of the anomalous 
results of calcium estimations recorded in the literature. 


Results. 

Total Serum Calcium.—The total serum calcium 
varies with the method used. Many observers have 
not allowed complete precipitation to occur, and so 
have obtained low values. The results obtained in 
this series are summarised in Table IV. 


TABLE IV. 


Serum calcium in mg. per 





Average wy cent. 
Cases. age in sel 
years. 7 
Average. Range. 
Severe chorea .. 10 15 9-66 8-68-1021 
( +1 case 11-18)* 

Mild chorea a s 9 9-79 9-36—-10-37 
Recovered cases 

of chorea 7 9 14 10-14 9-12-10-°89 
Healthy medical 

students ‘ 17 6 10-49 9-66-11-50 
Convalescent cases 

of bone disease 14 12 10-01 9:-40-10-74 


* This case subsided in two weeks without treatment. 
TABLE V. 


Serum calcium in mg. per cent. 


Case. Time after 
During active After chorea active chorea 
chorea. subsided. and treatment 
stopped. 
1 9-10 10-24 6 weeks 
2 9-42 9-70 9 months 
3 9°70 10-41 10 weeks 
4 8-84 9-69 3 months 
5 10-21 10-63 2 9 
6 11-18 10-19 4 a 
Aver. 9-74 10-14 — 


The control really required is a series of middle- 
class children of the same age, as it appears possible 
from Table IV. that all poor children have a low 
value for the serum calcium, especially as Howland and 


* This was chosen as a convenient end-point as it is the pH ofa 
N/20 solution of potassium hydrogen phthalate. If kept in a 
paraffined bottle the pH of the solution remains constant for 
three weeks. 
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Kramer ?'* found distinctly higher values in children 
than in adults. The values in the children during active 
chorea and again after recovery are shown in Table V. 
Tables IV. and V. show that the serum calcium 
rises as recovery occurs, the rise being on an average 
0-48 (Table IV.) and 0-40 (Table V.) mg. per cent. 
Calcium Content of Cerebro-spinal Fluid,—It is 
important to obtain the normal figure before pro- 
ceeding to estimate the value in cases of chorea. It 
is extremely difficult to get samples of cerebro-spinal 
fluid from perfectly normal children, and the nearest 
approximation is to use pathological fluids of low 


protein content from a large variety of cases. The 
values are shown in Table VI. 
TABLE VI. 
es C.S8.F. calcium in . 
Case mg. per cent. Disease. 
il 5-43 
3 e+ | Tuberculous meningitis. 
14 5-17 
15 5-83 Specific encephalitis. 
16 4°89 Juvenile taboparesis. 
17 5-81 Meningococcal meningitis. 
18 5°32 Mental deficiency. 
19 5-53 Recent poliomyelitis. 





| 


Average 34 _- 


en 


These values approximate to the results of other 
workers. Neale and Esslemont'!® found an average 
value of 5-7 mg. per cent. (range 5:1 to 6-5 mg. per 
cent.) in a series of non-meningitic pathological fluids ; 
and Neustaedter !* obtained an average value of 
5-8 mg. per cent. for normal men and children. 

In the cases of chorea the following values: have 
been obtained (Table VIT.). 

. 


TABLE VII. 


Calcium content of 
cerebro-spinal fluid tn 





: No. of mg. per cent. 
cases. 
Average. Range. 

Severe chorea .. .. «. 18 4-64 4-36-4°75 
Recovered cases of severe 

chorea (within 6 a 

of recovery) .. ve 7 518 4-87-5°48 
Mild chorea sa ae Sok 3 5 O04 4-86-—5-40 


N.B.—In most cases the samples were obtained by lumbar 
puncture under local anresthesia. Occasionally, with a severe 
case, a short general anesthetic with ethyl chloride had to be 
administered. 


From this it is seen that the values in cases of severe 
chorea are all subnormal and that they rise by an 
average of 0-59 mg. per cent. (=12-8 per cent.) when 
recovery occurs. 

The values obtained in a series of cases studied 
during the stages of severe active chorea and again 
after recovery are shown in Table VIII. 


TABLE VIII. 





C.S.F. calcium in mg. per cent. Time after 
Case — recovery and 
treatment 
Severe After stopped. 
active chorea. recovery. 
6 4°75 5:43 4 months 
45 4:72 5°31 2 = 
7 4-70 5-04 6 weeks 
1 4°53 4°87 4 - 
x 4-43 5-48 ~ 
9 4°69 5-15 10 “ 
20 4°67 4-96 6 ’ 
“Average 4-64 5-18 
Range 4:43—4-75 4-87-5-48 --- 


There is evidently a rise in the average calcium, 
when the chorea subsides, to the extent of 13 per 
cent. of the value during active chorea. The ultimate 





values in the series shown in Tables VII. and VIII. are 
still a little lower than the average figure obtained from 
a series of pathological samples of cerebro-spinal fluid. 
This may well be related to the rather short time 
elapsing between the subsidence of chorea and the 
taking of the final sample. 

Perhaps the most striking relationship is shown by 
following the cases through and comparing the values 
obtained in the active phase and during the subsidence 
of the disease (Table IX.). 


TABLE IX. 


“one ili C.S.F. calcium — 
Case. Date. in mg. per cent. Remarks. 
10 July 8 4-7 | Severe chorea. 
Aug. 3 4°62 | No improvement. 
Sept. 9 5-74 Free of chorea, 
9 April 30 1-69 | Severe chorea. 
June 13 4°85 | Slight improvement. 
July 11 5:15 Free of chorea. 
5 June 13 4-62 Severe chorea. 
July 22 5-05 Very slight chorea. 
Sept. 19 5-31 Free of chorea. 


In many of these children Dr. A. A. Osman and 
Dr. H. G. Close have been kind enough to estimate 
the alkali reserve of the blood plasma by their modi- 
re ution *° of the method of van Slyke, Stillman, and 


Cullen.*! The results are shown in Table X. 
TABLE X. 
Plasma NaHCco, 
expressed in terms 
No. © -¢ of molecular 
ror Bg ee concentration. 
Average Range. 
Severe chorea - 6 13 0-0291 0-0271-0-0323 
Mild chorea a % 7 il O-0295 0-0258-—0-0323 
Recovered chorea . . 4 | il 00-0298 0-0289-0-0322 
Normal controls (non- 
rheumatic children 
of the hospital 
class of patient) .. 38 v 0:0299 0-0265—-0:0320 


In two cases Dr. A. C. Hampson has determined the 
pl of the blood plasma with the glass electrode, and 
in both cases a normal figure was obtained. This 
shows that the acid-base equilibrium of the blood 
plasma is normal in choreic children, just as it is 
in rheumatic children.** 


Summary of Results and Conclusions. 

In chorea there is a rather low value in the total 
serum calcium, which rises as the chorea subsides. 
The ultimate value reached is similar to those obtained 
in control cases of convalescent bone disease, both 
groups of case being drawn from the poorer classes of 
the population. These are lower than the values 
obtained in six healthy medical students of the age of 
17. If the results of Howland and Kramer are con- 
firmed and it is found that children shoul have 
higher values than adults, all children in poor cir- 
cumstances may apparently have low vaiues, and 
this fact may well be related to poverty and the 
debility associated with it. This is not at all unlikely ; 
in the rapidly growing infant, where calcium is 
needed in the greatest quantity for bone formation, 
rickets is very common and infantile tetany is 
frequent] associated with it. 

The ca.:ium content of the cerebro-spinal fluid in 
chorea is consistently low, and at the same time there 
is a rise in the electrical excitability of the peripheral 
nerves and muscles as measured at the ‘‘ motor point.” 
As recovery ensues, corresponding with the rise in the 
calcium of the cerebro-spinal fluid, the electrical 
excitability diminishes. 

The calcium content of the cerebro-spinal fluid is 
important from two points of view. In the first 
place, the calcium content of the cerebro-spinal fluid 
is, according to Marrack and Thacker, equivalent to 
the inorganic calcium content of the blood. The low 
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values met with in chorea indicate that all the tissues 
of the body, including the brain, are supplied by a 
fluid deficient in inorganic calcium, and therefore in 
calcium ions. In the second place, the cerebro-spinal 
fluid is one of the main sources of nutriment to the 
brain and its cells. Surrounding the nerve-cells are 
perineural spaces, continuous with the perivascular 
spaces and containing cerebro-spinal fluid, as was 
demonstrated by Mott *° and confirmed later by 
Weed.*!_ The nerve-cells in cases of chorea are 
therefore bathed by a fluid which is 13-15 per cent. 
deficient in calcium. This in itself is sufficient to 
raise the excitability of the nerve-cells, in the same 
way that deficiency in calcium is known to raise the 
excitability of the peripheral neuromuscular apparatus. 
Moreover, Sabbatini ** showed that the direct appli- 
cation to the surface of the brain of salts which pro- 
duce precipitation of calcium causes an increased 
excitability of the cerebral cortex 

These results have a considerable bearing on the 
subject of chorea in children, and may well beip in 
the elucidation of this disease, which the patho- 
logical findings do not in themselves always seem 
capable of explaining. Poynton and Holmes,** who 
described the autopsy findings, showed congestion of 
some parts of the brain with degeneration of some 
cortical nerve-cells. But recently Bernard Shaw,** 
in a very careful examination of the brain of a case 
of chorea, concluded that ‘‘no adequate anatomical 
basis for the chorea is found in the meninges, cerebral 
cortex, caudate nucleus, corpus striatum, optic 
thalamus, mesencephalon, and pons. All these showed 
hyperemia, but no vascular or inflammatory lesions.”’ 
If chorea were solely due to a bacterial invasion of the 
brain, evidence of this should be shown by an abnor- 
mality either of the protein or the cells contained 
in the cerebro-spinal fluid. These have been examined 
in a few cases in this series, and have always been 
found to be normal. This is in agreement with the 
findings of Levinson ** in. his series of cases, while 
Morse and Floyd ** found a slight increase in the 
number of cells as the only abnormality in 3 out 
of 19 cases. 

The presence of this calcium deficiency may help 
to explain some of the characteristic features of 
chorea. Chorea is met with during the period of 
growth, when there is a special need of calcium in all 
the tissues of the body. After the age of 25, when 
ossification ceases, chorea is very rarely seen except 
during pregnancy, when again there is a drain on 
the calcium reserves of the body in order to supply the 
foetus. Also, just as rickets is largely confined to the 
poorer classes at an early age, so is chorea at a later 
age. It may be that, just as rickets is associated with 
faulty calcium metabolism at an early age,sois chorea 
at a later age. This is not in any way denying that 
there is an infection associated with chorea and acute 
rheumatism, for this infection must almost certainly 
be the explanation of the valvular lesions in the heart. 
But it does seem probable that the nervous, restless, 
over-active child, with its long period of debility pre- 
ceding the signs of infection,???* may be suffering 
from a calcium deficiency which itself may be accen- 
tuated by the infection. This is parallel with the low 
state of health associated with rickets, and it is well 
known that rickety children are very prone to 
infective disorders. This hypothesis can only be con- 
firmed by further work, but it is in keeping with the 
results of Thompson and Leighton,?* who showed that 
a chronic parathyroid deficiency, due to ligature of 
the vessels of the parathyroids, produces a_ pro- 
gressive loss of weight and diminished resistance to 
infection. The cause of the calcium deficiency met 
with in chorea and its relationship to the treatment of 
chorea are still under investigation. 


In conclusion, I shouid like to thank the following 
for permission to investigate cases under their care : 
Dr. E. P. Poulton, Dr. N. Mutch, Dr. J. A. Ryle, 
Dr. H. C. Cameron, Dr. J. M. Campbell, and Dr. 
A. H. Douthwaite at ap haa Dr. M. Davidson 
at the Miller Hospital; Dr. A. (¢ . Hampson and Dr. 








A. A. Osman at Queen Mary’s Hospital. Stratford ; 
and Dr. W. T. Pugh and Dr. N. Gray-Hill at Queen 
Mary’s Hospital, Carshalton. 
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A PERNICIOUS TYPE OF ANAZMIA 
FOLLOWING ERYTHR2MIA, 


By HAROLD AVERY, M.B., M.R.C.P. LOND., 
MEDICAL REGISTRAR, CHARING CROSS HOSPITAL, LONDON. 





THE association of various forms of blood disease 
and the change from one to another have been described 
by many writers. Excessive activity of the myeloid 
common stem cell, the hemocytoblast, results in the 
flooding of the peripheral blood with its derivatives ; 
polycythemia follows over-activity of the erythro- 
poietic function ; myeloid leukemia from over-activity 
of granulocytopoiesis. When stimulation of both 
functions (pan-myelosis) occurs, with aresulting blood 
picture of a mixed erythremia and myeloid leuk#mia, 
the condition is known as erythro-leuk#mia,'-* or 
subleukemic erythremia.* Cases have also been 
described in which erythremia has supervened in 
myeloid leukz#mia,’-* and others in which the reverse 
has occurred.'°-'* Asimilar reaction of both erythro- 
and granulo-poietic tissues is sometimes seen in 
pernicious anemia when the differential leucocyte 
count has the characteristics of myeloid leukaemia ; 
this has been termed ** leukanemia.”'? The appear- 
ance of large numbers of megacaryocytes in the 
peripheral blood with a great increase in their deriva- 
tives, the blood-platelets, may be the essential feature 
of a myelosis known as ‘‘ piastrinzmia.’’'*-?° 

Freund,”! in 1919, was the first to describe the 
transformation of established polycythemia of many 
years’ standing into an anemia closely resembling 
pernicious anemia. Minot and Buckman" described 
three further cases in 1923, and Delhougne, Gotschlich, 
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and Froboese*? recorded two cases in 1928. As no 
ease has been described in this country, the following 
one, which I observed over a period of five years, 
and then examined post mortem, is of interest. 


Clinical History. 

A stonemason, aged 60, was admitted into Charing Cross 
Hospital under the care of Dr. W. J. Fenton, in June, 1923, 
complaining of general debility, breathlessness on exertion, 
giddiness, and attacks of vomiting of about six months’ 
duration. There was nothing of note in the past and family 
history. The complexion and tongue were of a purple hue, 
the spleen was not palpable, the heart was not enlarged, a 
right inguinal hernia was present, the blood pressure was 
160mm. Hg systolic and 100mm.Hg diastolic. The 
blood count showed 7,300,000 red cells per c.mm. (for details 
see lable). After ten weeks as an in-patient, during which 
time a radical cure of the hernia was performed, the patient 
was sent to a convalescent home, and then reported fort- 
nightly. 

In November, 1923, he complained of pain in the left 
hypochondrium and the presence of a “* lump ”’ ; on examina- 
tion a tender spleen could be felt extending three fingers- 
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8/6/23 7,190 82 0-57 18,500 &10 4-34 2°34 
20/6/23 7,100 4 0-6 17,200) 85-5 2-5 a 
5/7/23 7,300 82 0-56 15,100 810 40 10 
7/8/23 7,100 78 0-56 12,100 83-0 4-5 10 
5/11/23 7,312 82 0-56 16,100 87-0 4-0 0-5 
3/12/23 6,860 sO 0-58 16,300 88-8 34 10 
15/4/24 8,380 4 0-5 19-700 88-2 44 1-2 
31/10/25 9,250 80 | O43 17,400 &3°34 40 O-5 
16/7/26 8,900 76 O4 15,200, 82-67 | 2°34 1-0 

4/11/26 9,320 82 0-44 15,600 87-5 35 0-67 
23/8/27 7,860 x0 0-51 16,400) 85-0 0-34 1°5 
2/5/28 | 2,100 44 14 8,600 82-67 3-34 20 

6/5/28 | 2,300 50 | 1-08 9.100 84-67 2-67 2-34 
26/5/28 3,890 72 o"y 9,100, 87-0 1:34 50 
86,28 4,060 76 0-9 12,300 85-0 10 bie 
20/6/28 4,860 sO) O-8 16,500 90-0 a on 
9/7/28 4,690 KO ORG 12,900) 91-5 2-0 20 
29/8/28 5,900 76 0-6 18,400 90-67 2-67 10 


' ‘ 


breadth below the costal margin. The enlargement con- 
tinued until the spleen reached across the middle line below 
the umbilicus. There were occasional complaints of pain 
over the spleen, ‘as if the stomach was on the boil,’’ most 
marked on pressure or stooping ; these attacks coincided with 
tenderness of the spleen, but not with any noticeable 
alteration in either the size of the spleen or the blood count. 
Sleeplessness became a marked symptom, and several 
attacks of bronchitis occurred. Treatment was symptomatic 
and venesection was frequently performed. 

In July, 1925, cedema in the legs first began to appear. and 
from November, 1926, the patient began to suffer from 
attacks of gout, the right fifth metatarso-phalangeal joint 
being the most frequently attacked ; colchicum and atophan 
(grs. 4. b.d.s. on alternate days) gave great relief. In 
June, 1927, there was an attack of herpes over the upper 
part of the left ear. 

In April, 1928, there was a complete change in the clinical 
picture ; instead of the purple appearance of the poly- 
cythemic, the lemon yellow tint of pernicious anemia was 
present. The patient complained of feeling very weak, of 
swelling of the feet, of increased shortness of breath, and of loss 
of weight. The tongue was glazed, cracked, and sore; the spleen 
was enlarged to 14 in. below and to the right of the umbilicus ; 
the lower border of the liver was felt two fingers-breadth 
below the right costal margin; the heart was not enlarged. 
The blood pressure was 140 mm. Hg systolic and 110 mm. Hg 
diastolic. A blood count showed : red cells, 2,100,000 ; 
hemoglobin, 44 per cent.; colour-index, 1-04 (for further 
details see Table). Soon after admission into hospital pain 
appeared in the right chest, and a pleural effusion rapidly 
developed which I replaced by air ; but it soon reaccumulated. 


The fluid contained 99-67 per cent. of lymphocytes, no | 


tubercle bacilli were seen, and cultures were sterile. The 
van den Bergh test gave a slight positive indirect reaction. 
urobilin in the stools was increased, and the blood-cholesterol 
eontent was reduced to 0-07 per cent. 

Treatment with liver diet was carried out, half a pound of 
liver being given daily either in soup, fried, baked, spiced 
raw liver sandwiches, or extract. The general condition 
improved greatly and, as shown in the accompanying table 
of blood counts, the erythrocytes increased in numbers. 





The patient discharged himself on July 12th to attend to 
certain family matters. 

On August 24th, 1928, he returned with great abdominal 
distension, causing much pain. The hydropneumothorax 
was still present, the heart was displaced 1]}in. to the left, 
the liver and spleen were unaltered, and there was marked 
tympanites and free fluid in the abdomen. The tympanites 
was intractable to enemas and stupes, but was reduced 
temporarily by pituitrin and eserine injections; 35 oz. 
of fluid were drawn off from the right side of the chest and 
360z. from the abdomen. The fluid and tympanites, 
however, soon reaccumulated, and pericardial friction 
sounds appeared on Sept. 20th. A week later signs of 
pericardial effusion were present, and death occurred on 
Oct. 3rd, 1928, 

Finding at Autopsy. 

Post-mortem examination was done three hours after 
death. 

The body was wasted. The right pleural sac contained 
a large quantity of serous fluid, the pleura was thickened, 
and the lung collapsed (weight 650 g.). The left pleura 
was covered by a “ buttery” fibrinous exudate, causin 
several soft adhesions. The left lung was mdematous an 





z ;, Be oc 3 = j 
E Ss z 3.3 Z z = = 
= - - so=>= 4 2 a 2 
= |} = is a6 ba pa 2 = 
> = = age g Ss oe 2 
= eo = Sm aay = = © 
- = ~ & ee a] =< si = 4 
4,3); eter ae Bi. gl 4 
| el ' _— 

30 9-34 4 

5 [10-5 

20 (i120 4 

1-25 ) 10-25 ' 

1-5 70 

0-8 6-0 ' + 

16 4-6 _ 

167 10-5 4 

3-0 110 - 

20 6°34 

1-67 11-5 be 

5-34 6-67 — 

20 40 4°34 1 ie + 

1-67 20 ' 30 

2-5 70 45 1 

20 6-0 

9-5 ‘ 20 

1-67 40 ’ 


contained healed tubercle at the apex (weight 850 g.). There 
was no thickening of the pulmonary vessels. The peri- 
cardium was thickened and contained an excess of fluid. The 
heart (weight 200 g.) was small and atrophied, the muscle 
soft, and “thrush breast ’’ markings present on the endo- 
cardial surface. There was early atheroma involving the 
mitral valve. The aorta was smooth with remarkably little 
atheroma. The coronary arteries were patent and tortuous, 
not atheromatous and not markedly thickened. 

The peritoneal cavity contained a large excess of serous 
fluid and the intestines were matted together by a fibrinous 
exudate, causing loculation. The spleen (weight 1450 g.) 
was greatly enlarged, and its capsule enormously thickened, 
being one inch thick at the lower pole. The Malpighian 
bodies, where visible, were much enlarged. The liver was 
enlarged (weight 1700 g.), its capsule was thickened, and on 
section its markings were very distinct. The ferrocyanide 
test was indefinite. The kidneys appeared normal, the 
capsule stripped easily, leaving a smooth surface. The 
right contained a white infarct ; in one of the calyces of 
the left kidney there was a large quantity of gravel. The 
stomach was small and atrophied and embedded in the 
thickened splenic capsule. 

The left femur was completely filled with red marrow 
except for two small areas in the condyles, where yellow 
marrow remained ; the same intense marrow activity was 
seen in the ribs, vertebre, and sternum. Sections showed 
active hemopoiesis in the bone-marrow, and a few areas of 
hemopoiesis in the spleen. The lung tissue, apart from 
some congestion, appeared normal; there was no thickening 
of the pulmonary arterioles. There were slight but definite 
deposits of hemosiderin in the liver cells. 


Discussion. 

The association of gout and erythremia has been 
previously noted,**-** and Waltersdérfer,?* describing a 
case before the Hlufeland Society in Berlin, considered 
the gout to be the causative condition. In one of 
Weber’s**® cases polycythemia rubra commenced with 
frequently recurring attacks of gouty arthritis. It is 
possible that this association is related to the increased 
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purine metabolism following over-activity of the 
myeloid tissues and the excessive blood destruction. 

One may readily conceive that the flooding of the 
peripheral circulation with the red cells produced by 
the hyperplastic marrow calls for increased activity 
on the part of the hemolytic mechanism of the body. 
Anemia may thus result if hemolysis becomes so 
excessive that  over-compensation occurs. The 
increase in the size of the spleen noted in some of 
these cases certainly suggests increasing hemolytic 
activity, and cannot be due entirely co the myeloid 
and erythroblastic metaplasia which takes _ place. 
Evidence of increased hemolysis is found in the 
icteric tint of these patients, the positive indirect 
van den Bergh reaction of the blood, the increase of 
urobilin in the stools, and the deposits of haemosiderin 
inthe liver. Inthe first case described by Delhougne, 
Gotschlich, and Froboese there was very marked 
deposition of haemosiderin in the tissues. There is 
an increase of red cell fragility, and the presence 
of hemolysins in the blood is demonstrated by the 
more ready hemolysis of normal red cells in dilutions 
of eryvthremic blood serum as compared with 
normal serum.'!* This hemolytic power of the serum 
is also seen in pernicious anemia and Streptococcus 
hemolyticus septicaeemia.*? 

Experimentally, a condition strikingly similar to 
this anemia found following polycythemia has been 
induced by repeated blood transfusions in animals. 
Hess*® and Itami*® described extreme plethora in 
rabbits, which, in spite of continued transfusions and 
the absence of isolysins developed into a marked 
anemia and bone-marrow aplasia. Robertson,®® in 
a more thorough description of this type of anzmia, 
has shown the relationship of plethora and anzmia to 
myeloid activity, as indicated by the percentage of 
reticulated cells. He found that agglutinins developed 
coincidently with the anemia. Kambe and Komiya*! 
demonstrated quantitatively the presence of these 
agglutinins. Ottenberg and Thalhimer.** working 
with cats, found no isohzmolysins in the blood of the 
normal animal, but that they often appear in the blood 
of recipient cats after transfusion. With the develop- 
ment of hemolysins a marked anemia appeared 
from which they quickly recovered after the cessation 
of transfusions. Since Boycott and Douglas** could 
find no evidence of isohzemolysins after transfusions, 
they concluded that transfused red cells were not 
destroyed by direct hemolysis. Krumbhaar and 
Chanutin,** watching the effects of repeated trans- 
fusions of blood on the blood-destroying and blood- 
forming apparatus of normal and splenectomised dogs 
and rabbits, found a decrease or absence of reticulo- 
cytes from the blood stream during plethora, and 
an increase during “ plethoric anwmia’’ evidently 
due to depression and activation respectively of bone- 
marrow activity. Increased blood destruction and 
elimination also occurred as measured by urobilin 
excretion, which was greatly increased during the 
stage of polycythemia, and still more so with the 
development of anemia. Deposits of blood pigment 
chiefly in the form of hzmosiderin were found in 
enormous quantities in the spleen, liver, lymph nodes, 
and bone-marrow. 

It is possible that the anzemia in the case described 
is, partly at least, the result of an exhaustion of the 
erythropoietic activity of the myeloid tissues ; yet of 
the cases which have come to autopsy, five in number 
(Freund, 1; Minot and Buckman, 1; Delhougne, 
Gotschlich and Froboese, 2; Avery, 1), in two only 
was an aplastic marrow found (Freund, D. G, and F.) ; 
the others showed very active erythropoiesis. Both 
the cases with aplastic marrow were complicated by 
syphilis, and it is likely that the  antisyphilitic 
measures affected the bone-marrow, for Frank*® has 
shown that salvarsan can produce an aplastic anemia. 

Though excessive irradiation may lead to an anemia, 
this is likely to be a temporary phase only, the result 
of destruction of erythropoietic tissue, but the 
hemolytic function of the spleen is also impaired, so 
that the final result when the spleen has been irradiated 
will probably be worse than at the outset, as atrophy 





of that organ will ensue and, as after splenectomy, the 
cessation of hemolysis by the spleen will result in an 
increase of red cells. When the long bones have been 
irradiated regeneration soon continues the original 
activity. In three of the cases described irradiation 
had been carried out before the appearance of anemia, 
in two cases (Minot and Buckman, D. G, and F.), two 
years before the appearance of anwmia. and in one 
case (Avery) five years before. Minot and Buckman’s 
other two cases were irradiated over the spleen with 
radium after the onset of anemia, and both seemed to 
benefit (? depression of hemolysis). It is interesting 
to note that Parkes Weber?® has described a case of 
myeloid leukemia in which X radiation of thespleen, 
though causing a drop in the leucocyte count from 
856,000 to 60,965, resulted in a rise of the erythrocyte 
count from 2,016,000 to 6,000,000, indicating the 
effect of depression of both leucocyt opoiesis and 
hemolysis. It therefore appears that irradiation is 
not the wtiological factor in this transition of poly- 
cythemia to anemia. 
Summary. 

1. A case is described in which polycythamia rubra 
vera of several years’ standing passed into an anemia 
resembling pernicious anaemia. Liver treatment 
resulted in a marked improvement in the blood 
picture, but the patient died of an intercurrent 
polyserositis. Marked hamopoiesis was seen in the 
bone-marrow. 2. The association of gout with 
erythramia is noted, and has been previously described. 
It has even been propounded as a possible wtiological 
factor. 3. Blood destruction is shown by the presence 
of blood pigments in the blood serum, by the increased 
excretion of urobilin, and by the deposits of hzmo- 
siderin. It has been demonstrated that the serum 
of erythremic patients exerts a haemolytic action on 
normal red corpuscles. 4. Diminished erythropoiesis 
was the cause of the anemia in two cases, for an 
aplastic bone-marrow was found at autopsy : but both 
these cases were syphilitic, and aplasia may have been 
the result of antisyphilitic measures. 5. Excessive 
irradiation of the spleen is unlikely to be the cause of 
the anzwemia, and may, in fact, increase the poly- 
cythemia by diminishing hemolysis. 6. The anzwmia 
is probably the result of excessive haemolysis, the 
over-balancing of a compensating mechanism, though 
there may also be a slight reduction of erythropoiesis 
(as compared with the height of the polycythawmia, 
but yet greater than normal), as is seen in animal 
experiments. 


My thanks are due to Dr. W. J. Adie, under whose 
care the patient attended hospital, and to Dr. A. R. 
Berrie who carried out the blood counts. 
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IN a previous communication ' we reported that a 
filtrable virus had been isolated from a parrot which 
had died from psittacosis, and which during life had 
been responsible for two cases of this disease in man. 
In view of our inability to obtain bacteriological or 
serological evidence of infection with B. aertrycke or 
any of its allies in a considerable number of cases of 
psittacosis both in man and parrots, it was suggested 
that this filtrable virus was the etiological agent of 
the disease. Since the publication of that paper our 
work has been carried considerably further and, 
though the investigation is still far from complete, 
results have been obtained which we consider to be 
of suflicient interest to place on record. 


Investigation of Diseased Parrots. 

Twelve parrots have now been investigated, but of 
these six only had been responsible for human psitta- 
cosis. Only three of these six parrots have been 
examined for the presence of a filtrable virus, and in 
all three evidence of such a virus has been obtained. 
In each case the filtrate of an organ suspension has 
produced a fatal disease in budgerigars, and one of 


these strains has now been carried to the third 
generation in budgerigars, filtered material being 
employed throughout. The filters used have been 


Chamberland Li* candles, and the Seitz E.K. filter, 
and in every instance the efficiency of the filters in 
arresting the passage of bacteria has been controlled. 
Control budgerigars inoculated with unfiltered suspen- 
sions of either parrot or budgerigar organs which had 
been heated to L00° C. for 20 minutes, have remained 
well. In none of these six parrots has any member of 
the salmonella group been isolated. The remaining 
six parrots, which were sent to us because they were 
ill but which had not been responsible for disease in 
man, have been submitted to a thorough bacterio- 
logical examination. In five of these birds no member 
of the salmonella group has been found, but from the 
remaining one B. aertrycke has been isolated. This 
parrot is of particular interest, for the post-mortem 
picture which it presented was so different from what 
had been observed in the other parrots, including the 
three from which we have obtained a filtrable virus, 
that even the most uninstructed and casual observer 
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could not have failed to note the difference. During 
life there was nothing in the appearance or the 
symptoms of this bird which distinguished it from 


those suffering from psittacosis; further, in this 
particular bird B. aertrycke was isolated from the 
heart blood, liver, spleen, pericardial fluid, and 


intestinal contents with the greatest ease. 

We feel that this observation is additional evidence 
that B. aertrycke is not the etiological agent of 
psittacosis. 

Investigation of Human Psittacosis, 

We have inoculated budgerigars with material 
from eight human cases and in every instance have 
produced disease .in these birds. The material 
employed has consisted of citrated blood (equal parts 
of blood and 2 per cent. citrate in saline) in six cases, 


blood serum in one, and pleural exudate in one. This 
material has not been filtered but has been tested 
culturally and with the exception of one blood 


(Mrs. X., see Table), which contained a few Staphylo- 
cocceus albus, has been shown to be sterile. Control 
birds have been inoculated with normal human blood 
collected in citrate. The results of these experiments 
are given in Table I. 

TABLE I, 


Period in Size in ¢c.cm. 


Material illness and route tesult. 
Budg. inoculated. when of inocula- (d =day). 
collected. ticn, 
Day. 
17. | C. bi. (Mrs. ¥.). 7th, 1-0 i.p Ill 7th d., killed 
v. ill, llth d. 
18. C. bl. (Mrs. X.). Sth. 1-0 i.p. Ili 7th d. Died 
10th d, 
19.¢ C. bl. Normal. 10 i.p. In good health 
16th d. 
33. Pleural exudate 0-5 ip. Vv. ill, killed 
(A. B.). Sth d. 
34. Serum (C. D.). 10th. 0-3 ip. Vv. ill, killed 
6th d. 
37. C. bl. (E. F.). ith, 0-5 ism. Tv. &. Still 
0-5 ip under obs. 
Sth ad. 
38, 99 . Moribund 
6th d., killed. 
43. C. bl. (G. H.). “* 0O-5 icm, Vv. ill. Still 
05 ip under obs. 
Sth d. 
14 Cc. bl. (1. J.) = 0-5 im. Died 3rd d. 
O-5 ip. 
45. C. bl. (Mrs. Z.). lith. 0-5 ism. Died 4th d. 
0-5 ip. 
17.* CC. bl. Normal. — O-5 imm. In good health 
0-5 icp. ith d. 
* Control. C. bl. =Citrated blood. i.p. =Intraperitoneal. 
i.m.=Intramuscular. obs. =Observation. 


From budgerigars 18 and 34 we have been able to 
pass the disease with filtrates of a suspension of liver 
and intestine, thus carrying the investigation of 
these two human strains a stage further. The results 
of these experiments are given in Table IT. 


TABLE IT. 


Size in c.em. 
and route of 
inoculation. 


Budg. Material inoculated. Result. 


Died 4th day. 


39. \ Filtrate of 10 per; 0-5 ivm, 
j cent. liver suspen: | ; 
40. sion from budge. 34, 0-5 inm, Very ill 5th day. 
41. Filtrate of 10 per 0-5 im, Killed, moribund 
\ ent. liver and | 3rd day. 
j) testine suspension 
3. from budge. 18. 0-5 ism, Died 4th day. 
46.* Unfiltered suspension 0-5 ism, In good health 


Budge. 34. Heated at 


6th day. 
100 CC. for 20 minutes. 


* Control, 


Epidemiological Data of Cases Under Investigation. 
It is not proposed to enter into this question in any 
detail, for this will be dealt with fully at a later date 
by the clinicians responsible for the cases. In view, 


| however, of the evidence which we have obtained of 
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the presence of a filtrable virus in human cases of 
psittacosis, it might not be out of place to give some 
of the facts, particularly in reference to the two cases 
Mrs. X. and C. D. The former was one of five cases 
occurring in a house in Walworth-road, London. The 
parrot was brought on Dec. 11th, 1929, fell ill shortly 
after, and died on Dec. 22nd ; it was destroyed. The 
patient denied any direct contact with the parrot, 
though she had been in the same room with it. She 
had, however, nursed another member of this group 
whose illness commenced on Dec. 21st, 1929. The 
patient, Mrs. X., fell ill on Jan, 12th, 1930, and was 
seen on Jan. 19th, when she was admitted to the 
London Hospital; she is now recovering. The 
specimen of blood was taken on this day—the 7th 
day of illness—when the disease was almost fully 
developed. C. D., aged 58, was one of four cases of 
psittacosis which developed in a house in Warwick. 
There were two parrots associated withthis case, both 
of which died. One was dug up after burial, and sent 
to us for examination on Jan. 21st, and we have been 
able to kill budgerigars with the filtrate of a suspension 
of its organs. The patient was taken ill on Jan. 7th, 
1930, and died in the Birmingham General Hospital 
on Jan. 18th. The blood from which we obtained 
the serum for inoculation of budgerigars was collected 
on Jan. 17th. We are indebted to Prof. G. Haswell 
Wilson and Dr. A. P. Thomson for material from 
this and one other case. In the latter of these two 
cases (C. D.) the disease appears to have been con- 
tracted from the parrot directly, but in the former 
(Mrs. X.) the evidence strongly suggests infection by 
contact with a human case. This is made all the 
more probable by the fact that the patient used a 
handkerchief in common with her sick relative whom 
she was nursing. There is one other case which calls 
for some mention, that of Mrs. Z., because it demon- 
strates the fact that parrot carriers exist, which, 
although in apparently good health, can communicate 
the disease to man. The parrot in this case was a 
grey one which was caught in Africa (Gold Coast). 
It was ill at the time. and was nursed by its captor 
and recovered after an illness lasting three months. 
Three months after recovery it was brought to this 
country and given to Mrs. Z.. who has had it in her 
possession for eight months. Apart from transient 
attacks of diarrhcea it has been in good health. On 
Jan. 9th Mrs. Z. was bitten on the tongue by this 
bird, and she fell ill on Jan. 19th. She was seen by 
one of us on Jan. 30th, when the specimen of blood 
was taken with which budgerigars were infected 
(Table I[.). This parrot is in our possession, and 
will be investigated. 


Nature of the Virus. 

At this stage of our investigation we are not in a 
position to say much about the nature of the virus 
which we have isolated. It appears to filter readily 
and to have a fair degree of resistance to glycerol. The 
strain isolated from the first parrot has been inoculated 
in hens (2), pigeons (2), and guinea-pigs (2). The 
guinea-pigs and pigeons have remained in good 
health, but the two hens sickened some nine days after 
inoculation, and are still very ill 20 days after infection. 
The possible relationship between this virus and the 
virus of fowl plague is still under investigation. 
Although we have no proof as yet that the parrot and 
human strains of virus we have isolated are the same, 
there can be little doubt that they are ; the final proof 
of this will be a matter of future study. 


In conclusion, we would again wish to express our 
indebtedness to our colleagues of the London Hospital 
and other doctors who have provided us with material 
for this investigation. In particular gp Ne ially 
wish to thank Dr. Robert Hutchison, Dr. A. Row- 
lands, and Dr. Donald Hunter of the Pr he ‘Hospital, 
and also Dr. W. J. C. Fenton of Barking, through 
whose energetic coéperation we have been able to 
investigate an outbreak of four cases in a family in 
Barking. We are grateful to the Yarrow Fund for a 
grant towards the expenses of this research. 


Clinical and Paboratory Notes. 


A NOTE ON 
REMEDIAL EXERCISES IN THE TREATMENT 
OF PULMONARY DISEASES 


By A. H. Doutuwatrr, M.D., F.R.C.P. Lonpb., 
ASSISTANT PHYSICIAN AND PHYSI¢ [AN IN CHARGE OF THE 
MASSAGE DEPARTMENT, GUY 8 HOSPITAL: 

AND 
H. S. AN*.OvE, 


SISTER IN CHARGE OF MASSAGE DEPARTMENT. 


THE high incidence of pulmonary complications 
in recent epidemics of influenza has prompted this 
brief account of the methods and results of physical 
treatment as applied to the common diseases of the 
lungs and pleura. The advances made in the surgery 
of the chest, lately 


reviewed by R. A. Young?! in 
his Lumleian lectures, make a wider knowledge of 
the importance of after-treatment essential. For 


purposes of description, the types of case suitable 
for physical therapy may be divided into three 
groups : 


1. Those in which the expiratory function is in need of 
assistance—-e.g., emphysema, asthma, bronchiectasis. 

2. Those in which aid to inspiration is desirable 
empyema, pulmonary collapse. 

3. Those in which both inspiration and expiration are 
interfered with—e.g., chronic bronchitis, pneumonias with 
delayed resolution. 


e.g... 


In certain pulmonary diseases, particularly those of 
chronic nature, the muscles of the chest wall assume 
a new postural length and tone, adapted to the 
changed contour of the thorax. This alteration tends 
to establish itself as a permanent condition and 
inevitably leads to rigidity of the parietes and seriously 
interferes with curative efforts. It will be seen, 
then, that a mobile thorax must be attained before 
passing on to those exercises and manipulations 
whose object it is to affect the deeper structures. 
Furthermore, it is usually desirable to apply massage 
to the limbs in order to aid the circulation and prepare 
the body for the introduction of active work. 

All the respiratory exercises produce a_ beneficial 
effect on the condition of the thoracic joints and 
muscles, yet certain schemes are directed primarily 
toward this end. These consist of encouragement of 
the movements of flexion, extension, and rotation of 
the spine, at first carried out singly and later in 
combination. 


Treatment of Thoracic Contents. 

1. Chest Clapping.—A series of short quick strokes 
on the chest wall has been found to assist in loosening 
tenacious mucus, probably indirectly by the sudden 
multiple expulsions of small volumes of e ntrapped air. 

2. Chest Shaking is carried out during expiration 
only, the hands being placed on the chest and given 
a rapid in-and-out aleling movement. An effective 
assistance to expiration is thus obtained. 

3. Vibration is merely a modification of 2 
the movements are finer and less vigorous. 

4. Controlled and Localised Breathing.—Patients 
are first taught to produce the thoracic or abdominal 
type of respiration at will. When this can be 
rendered efficiently, they pass on, if indicated, to 
exercises in which a part of the chest is fixed in order to 
promote more efficient expansion in the diseased area 
of lung. The patient’s arm is placed firmly against 
the normal side, the forearm passing across the 
abdomen, and the hand grasping the iliac crest of the 
opposite side. This attitude limits the movement of 
the diaphragm on the healthy side, and the gymnast 
completes the fixation by placing her hands on the 
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front and back of the chest. Respiration is then 
carried out at first quietly, then with deep inspiration, 
the effect of which can be fortified by holding the 
breath; at this stage the arms may be extended 
above the head. The latter exercise is of special 
value in aiding expansion of collapsed lung, and more 
effective than the old method of blowing water from 
bottle to bottle, an exercise which is apt to produce a 
strained attitude with fixation of the thorax. Yet 
more pronounce ed effects may be obtained by changing 
the position of the chest. Thus bending laterally 
will open out the intercostal spaces on the opposite 
side and so aid expansion. This can be accentuated 
by fully extending the arm on the side of the convexity. 
5. Alteration of Posture.—If it is desired to empty 
pus-containing cavities, the chest is tilted downwards, 
the legs lying across the couch, the hands resting on 
the floor. This position must, however, be carefully 
supervised, and not undertaken without a careful 
review of the general condition. It may be advan- 
tageously combined with shaking and vibration. 


Precautions during Treatment. 

In diseases of the lungs in which there is no open 
wound, or in which a suspicion of tuberculosis is 
entertained, pulse-rate and temperature are used 
as guides to the extent of each individual treat- 
ment. If there is no independent disease of the 
myocardium, it is safe to raise the pulse-rate 20 to 30 
beats in older people, and 30 to 40 in the young, 
at each treatment. provided that it returns to 
normal within three minutes after cessation of 
exercise. Work of this degree produces sufficient 
acceleration of respiration to attain the desired result. 
If, on the other hand, the pulse-rate shows from day 
to day a persistent rise, exercise must be stopped or 
reduced. If the temperature is above normal in the 
morning, treatment for that day should be omitted : 
if it persists, treatment should cease. In ple ural 
effusion persistent pyrexia is a contra-indication to 
exercise. Should there be an open wound, as in 
empyema, pyrexia often denotes faulty drainage. It 
may then subside if the movements of the chest be 
increased in extent. If after two or three days the 
fever persists, however, exercises must cease pending 
further surgical treatment. 


General Scheme of Treatment. 

A general scheme of treatment would include: 
(1) active movements of arm or leg to increase 
respiratory excursions; (2) bilateral free breathing; 
(3) active movements, arm or leg plus postural 
training ; (4) localised breathing (controlled) ; (5) move- 
ments of the trunk; (6) localised breathing (con- 
trolled); (7) repeat (3); (8) repeat (6); (9) repeat (3) ; 
(10) bilateral free breathing. 

Two sets of active movements only need be used, 
and in the early stages movements for the trunk may 
be omitted. The training of posture from the very 
beginning is important ; the arm-chair bed and the 
head pushed forward on the chest are both to be 
avoided from the first. The scheme is made more 
vigorous by (a) changing posture, from lying to 
sitting and finally standing, (6) increasing the number 
of times each exercise is performed. Each movement 
usually begins six times and is increased one, two, or 
three times a day, until it produces the desired effect ; 
(c) adding a resistance to the movement such as 
lifting a pound weight in each hand ; (d) increasing 
the rate and duration over a given time for each 
exercise. 


Differential Treatment of the Three Groups. 

Group I.—A. F. Hurst,? writing on the value of 
remedial exercises in asthma and emphysema, 
stresses the importance of recognising and correcting 
the postural errors which develop and tend to persist 
in these diseases. 

With this aim in view, treatment is initiated with exercises 
to’ restore to normal the position of the shoulder girdles, 


* Guy’s Hospital Reports, January, 1927. 





thoracic walls, and abdominal musculature, and at the 
same time to increase the range of mobility of the spine and 
costal articulations. Breathing exercises are taught next, 
particularly with a view to encouraging expiration. Each 
consists of three and a half respiratory cycles,and commences 
with forced expiration. There are, therefore, four deliberate 
expiratory to three inspiratory movements. Air is drawn 
in through the nose and expired through the mouth, the 

tongue and teeth being in the position for sounding the letter 
S. The end of each voluntary expiration is assisted further 
by the patie nt, whose efforts are re -inforced by the masseuse, 

applying ‘“ thoracic shaking” to different areas, the hands 
being placed first on the antero-lateral aspect of the chest, 
then in the mid-axillary line, the apices, and finally the 
posterior wall of the thorax. In the last position the patient 
bends backwards over the assisting hands during expiration 
in order to promote correction of the acquired kyphosis. 


These respiratory gymnastics should be carried out 
sometimes with the thoracic, sometimes with the 
abdominal, and at times with the combined type of 
respiration, all of which have to be explained and 
taught to the patient if success is to be achieved. It 
will be observed that the object of the above treat- 
ment, both in asthma and in emphysema, is to reduce 
the bulk of the lungs and increase the power of the 
expiratory muscles. In the former disease, much of 
the apparent emphysema is due to simple over- 
distension, which is amenable to physical treatment. 
In the latter affliction, although the emphysematous 
areas must remain as such, yet large areas of the 
lung are in a pre-emphysematous stage—i.e., over- 
distension without atrophy of lung tissue, and if this 
be corrected, the destructive process will be materially 
retarded. Furthermore, improvement in the respira- 
tory excursions in both cases must act beneficially on 
the pulmonary circulation and consequently upon the 
heart muscle and systemic system. 

The same treatment is given in cases of bronchi- 
ectasis, but, in addition, the patient is tilted trunk 
downwards, and vigorous chest shaking performed 
during expiration. Large quantities of foul sputum 
are thus evacuated with frequently dramatic improve- 
ment in the general condition. 


Group II..-Empyema forms the most important 
member of this group, and its management alone will 
therefore be considered in detail. There are few 
conditions in which early attention to physical treat- 
ment is of such paramount importance. For several 
years it has been our practice to start exercises within 
24 hours of the operation in order to (1) promote 
expansion of the lung and, therefore, adequate and 
complete drainage of the empyema cavity ; (2) prevent 
scoliosis. That absorption of toxins is accelerated by 
early exercises is not borne out by our experience, in 
fact, the reverse seems to be the case. On the other 
hand, secondary operations necessitated by pocketing 
of pus, or persistence of an infected sinus, become 
progressively rarer the earlier the exercises are under- 
taken. When instituted almost immediately after 
operation, healing takes place in two or three weeks 
with almost perfect expansion. During the first 48 
hours treatment the dressings remain undisturbed, 
and no active limb work is given. The pulse is taken 
before and after exercise. Some degree of pyrexia is, 
of course, present during the first few days, but forms 
no contra-indication to treatment. After the first 
two days the tube is removed and the wound covered 
with a dressing before the exercises are carried out. 
Thereafter the tube is replaced and the wound dressed 
afresh. 

The first scheme consists of : (1) deep breathing, insistent 
instructions being given to encourage the taking of deeper 
breaths; (2) readjustment of position—e.g., a pillow to 
throw the chest slightly forward, thus bringing the neck into 
line with the trunk; (3) kneading to the arms; (4) deep 
breathing. This is repeated the next day, and from the 
end of the second treatment active work is added, care being 
taken to restrict movement on the normal side. 

The following progression of exercise is made. Arm: Double 
arm bending and stretching—i.e., flexing and extending 
the arms from the side to above the head. Begin six times 
and progress daily, until the movement is performed 36 
times a minute for three minutes. The patient may hold a 
weight of one or two pounds in the hands if more exercise 
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is required. Leg: Alternate, and later double leg bending 
and stretching. Beginning six times and increasing daily 
as forthe arm Trunk: No movements are given during 


the first week of exercise. Later, trunk movements are 
introduced. 
After each set of active movements localised 


breathing is carried out. This must be (a) with the 
normal chest fixed ; (6) with the arm of the affected 
side gradually raised above the head ; (c) with the 
trunk bent to the opposite side. These breathing 
exercises are usually taken from the following position. 
Half lying : the usual position for an empyema to be 
nursed. Lying, and lying with the trunk bent to the 
opposite side. Sitting, and sitting with lateral 
bending. Standing, similarly combined with bending 
to the side. Each breath is held for a moment at the 
end of fullinspiration. Shaking and clapping should 
be avoided whilst there is an open wound. When 
the patient is allowed to get up, walking, running, and 
skipping are gradually introduced as immediate 
precursors of the breathing exercises. 

Pyrexia does not necessitate discontinuing treat- 
ment, provided that the wound remain open, unless 
the raised temperature persists for longer than three 
days. A_ persistent rise in pulse-rate frequently 
denotes that too much exercise is being given. 


Group ILI.—The danger of fibrosis of the lung and 
bronchiectasis as sequela to broncho-pneumonia has 
long been recognised, and a large number of influenzal 
pneumonias, although of lobar type, present persistent 
signs of massive consolidation for weeks after the 
pyrexia has subsided. In others the greater part of 
the affected lobes pass through the normal resolution, 
leaving a basal patch of dullness, bronchial breathing, 
and coarse rales which fail to clear up in spite of 
complete subsidence of constitutional disturbance. 
The value of remedial exercises for these conditions 
lies largely in the induced increased respiratory 
excursions which act as a stimulus to the pulmonary 
circulation in the affected areas. The increased blood 
flow enhances the process of cleansing of the site of the 
inflammatory products, thus effectively forestalling 
the changes of organisation. In influenzal pneumonia 
it is well to delay treatment until the temperature has 
been normal for a week. In broncho-pneumonia a 
low but persistent grade of pyrexia may follow the 
acute stage. If this be the case, exercises can be 
cautiously instituted, and not infrequently result in 
a fall of temperature to normal. 


The actual procedure is the sam> as that outlined in the 
case of empyema, and should continue until resolution is 
complete. Daily instruction must be given until the patient 
is well grounded in the exercises, which should be carried 
out thrice daily. After this, weekly supervision is probably 
all that will be required. Chest shaking, clapping, and 
vibration are also indicated in of slowly resolving 
broncho-pneumonia. 


Cases 


Failure to achieve success when dealing with this 
group is unusual, and then referable to undue delay 
between the termination of the acute illness and the 
initiation of the physical therapy which we have 
described. 





A CASE OF 


CARDIAC HYPERTROPHY IN 


FRAG, 


DEVON 


AN INFANT. 


M.B. OXr.. 


OFFICER, NORTH 
BARNSTAPLE, 


. ENG., 
INFIRMARY, 


AVAGE, 


RESIDENT MEDICAL 


A MALE child, aged five weeks, was brought recently 
to the North Devon Infirmary, Barnstaple, in a state 
of great weakness and with marked cyanosis. The 
lips were a bright purple, the face had a distinct bluish 


tinge, the fingers were clubbed, and the hands were 
dusky. 
The child had been breast-fed, but was so feeble that it 


had never been known to cry ; its only efforts in that direction 
were confined to a few abortive gasps, accompanied by a 


nourished, and weighed on admission 7 Ib. 
trasted with 7 lb., its weight at birth. 

On examination the most marked manifestation was the 
terrific effort made in inspiration. The whole chest heaved 
and seemed to lift itself bodily from a globular abdomen. 
The sides of the ribs were indrawn, as also the axillary spaces, 
and the intercostal muscles were definitely retracted into 
troughs and hollows along the chest wall —a condition which, 
except for the absence of stertor, was highly suggestive of 
diphtheritic tracheitis. 

On percussion a pronounced dullness was remarked over 
the cardiac area and extending well to the right of the 
sternum, but no thrill nor precordial pulsation could be felt, 
nor was any murmur heard. Bearing in mind the condition 
of pulmonary atelectasis, I was surprised to note that the 
lungs posteriorly were clear and resonant to percussion, and 
that the breath sounds were characteristic of normal infantile 
vesicular breathing. 

No radiogram was taken, 
24 hours after admission. 
Post-mortem examination.—On removal of the 
the heart presented an unique spectacle. It occupied four- 
fifths of the whole thoracic cavity. The lungs were nowhere 
to be seen anteriorly, and the cardiac mass suggested nothing 


Soz., as con- 


and the child died suddenly 


chest wall 


so much as an overgrown liver that had been thrust bodily 
upwards through its diaphragmatic roof. The weight of 
the heart was 4} 0z., and its size was 2}in. by 2}in. It 


resembled a huge duc k’ s egg, being five or six times the size 
of the infant’s fist, which is generally considered a fairly 
reliable index of normal cardiac measurement. 


On removing the pericardium the hypertrophy of 
the right side was at once brought to view—the walls 
of the right ventricle being twice as massive as those 
of the left ; indeed, in their upper part they were over 
half an inch thick. The pulmonary artery was 
widely opened, having a calibre in cross section of 
an ordinary lead pencil. There was no trace of a 
permanent ductus arteriosus. The ventricles were 
healthy, as also was the interventricular septum, 
and the only lesion discovered was a small obliquely 
vertical aperture, 5mm. by 2 mm..in the fore part of 
the membranous diaphragm of the fossa ovalis. That 
so small an aperture could be responsible for such 
cardiac hypertrophy, and so pronounced a cyanosis, 
appears remarkable, but the conclusion 
inevitable. 

During the child’s short stay in hospital its con- 
dition was only partially relieved by oxygen. The 
general respiratory enfeeblement and the absence of 
erying completed the picture of a child being slowly 
asphyxiated by tardy and imperfect oxygenation due 
to a primitive hiatal defect in the pulmonary system. 
The enforced limitation of a normal respiratory 
excursion was brought about by the presence of a 
tumour-like mass—the self-destroying cardiac hyper 
trophy—Nature’s too prolific response to the call of a 
heavily burdened infantile heart. 


[am indebted to Dr. S. R. Gibbs, hon. physician 
to the hospital, for permission to make these notes. 


seers 


A NOTE ON THE 


RELATIVE SEPTICITY OF THE DUMMY TEAT 
ND THE THUMB. 
By E. A. BARTON, M.R.C.S. ENG., 
MEDICAL OFFICER TO THE CHILD WELFARE DEPARTMENT, 


UNIVERSITY COLLEGE HOSPITAL, LONDON, 


THE first instinct in life, and the first desire of an 
infant is to suck something, preferably the maternal 
nipple ; but when this pleasure is denied, consolation 
obtained from the nearest available substitute. 
Very young infants do not suck their thumb; this 
habit is acquired toward the middle of the first year 
as soon as the way to the mouth has been discovered 
by the hand; and the fact that a dummy teat has 
never been offered to the infant does not prevent the 
child from thumb-sucking later. The ideal infant 
would not attempt to suck either the dummy or the 
thumb, but however one may advise, there are mothers 
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distortion of mouth and facial muscles. It was fairly well 
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especially amongst the very poor where a whole family 
occupy a single room, and are compelled by circum- 
stances or a tired husband to quiet a noisy infant. 
Nor can one seriously blame them, for the use of the 
dummy is far less baneful than to allow the child to 
suck its thumb. The dummy made of smooth 
composite rubber and not perforated—as is the bottle 
teat—allows no air to be sucked through it, and I have 
vet to find an infant seriously upset by anything that 
could honestly be ascribed to the dummy. Of course, 
if the mother moistens the dummy with her mouth 
before inserting it into that of the child, therein lies 
a certain risk of infection from anything from which 
the mother may suffer; but otherwise there can be 
but little more harm in sucking a smooth dummy 
than that attached to the bottle from which he sucks 
for a considerable time daily. Lam sure that there is 
a tendency to magnify the evils of a dummy, though 
the evils of thumb-sucking can hardly be exaggerated. 

The thumb has a comparatively rough surface, is 
rarely cleansed, and is used prehensilely with every 
grasp of the hand, that the surface becomes 
excessively foul. I have lately had the great advan- 
tage of the assistance of Dr. F. UL. Teale and his staff 


So) 


in making some observations on the comparative 
epticity of the dummy and the thumb, and = in 
ascertaining approximately which of the two is the 


greater source of possible infection. 


Technique. 

\ sterile swab was dipped into a tube of 10 c.em. of culture 
medium, and wiped three times against the side of the tube 
to remove excess of medium. The dummy, or the thumb, 
was then wiped six times in different directions in its long 
axis, The swab was then immersed in the culture medium 
and stirred for five seconds. Graded quantities of this 
emulsion were immediately plated out and after 24 hours’ 
incubation the colonies were counted, averaged, and the 
results expressed as numbers of colonies per c.cm. 


Results. 


Dummies. Thumbs. Dummies. Thumba. 


Case Colonies. Colonies, Case, Colonies, Colonies, 
1 26 300 7 0 cou a 
2 115 Innum. 8 liz 322 
5 1560 140 y 1920 446 
4 716 Innum. 10 gon mo 
’ 1000 3500 
6 166 Innum. 6935 11,388 


Innum. = Innumerable, and signifies colonies of 
number. 


If we take “‘innumerable”’ at 20,000, the comparative 
figures are for the dummy 6935 colonies, whereas the number 
of colonies for the thumb amount to 71,388 or over ten times 
that of the dummy. The thumb therefore is ten times 
more septic than the dummy. 


over 20,000 in 


Remarks. 
the effect of constantly sucking the 
foul thumb, there is another side which demands 
consideration. The thumb is a hard body, and if 
frequently in the mouth tends to pull forward the 
growing pre-maxilla together with their incisor teeth, 
so that the upper incisors project forward often beyond 
the upper lip, giving the ‘dents des Anglaises ”’ 
appearance which the French so love to caricature. 
When the child has cut its second dentition the 
dentist then reaps his harvest of extractions and 
plates with wired tensions to press into place the 
prominent incisors. Another result of the thumb- 
sucking lies in the fact that the thumb having a joint, 
the ball of the thumb is flexed in the mouth and the 
palate is thus pressed up into a high arch at the 
expense of the nasal floor, thus lessening the lumen 
available for breathing through the nasal 


Apart from 


passages, 


with consequent congestion and all the associated 
evil results. 
Bristo. Eye Hosprrat.-Last year this hospital 


treated 550 in-patients and 13,683 out-patients, and it is no 
longer possible to cope with the demands upon accommoda- 
tion. A new building, to cost £50,000, is therefore to be 
erected, containing a children’s ward, two wards forinfectious 


cases, wards for paying patients, more accommodation for 


the staff, and a larger out-patients’ department. 








Medical Societies. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF SURGERY, 
\ MEETING of this Section on Feb. 5th. with Sir 
HoLBurRT WARING, the President. in the chair, was 


devoted to a discussion on 


INTRATHORACIC TUMOURS. 


Mr. A. TuporR EDWARDS referred to the question 
whether the recent increase in the reported cases ot 
primary malignant disease in the thorax was due to a 
real increase in incidence to better methods of 
recognition. A similar increase in benign growths in 
this region suggested that the second explanation was 
the right one. Tumours of the thorax were divisible 
into mediastinal, pulmonary, pleural, according to 
their origin. Mediastinal tumours comprised benign 
tumours, such as ygoitres, dermoids, and teratomata 
and also aneurysms—a variety responsible for a good 
deal of difficulty in diagnosis. The primary malignant 
tumours Were sarcoma, carcinoma of the thymus, and 
lvmphadenoma. Secondary carcinoma in mediastinal 
glands arose from carcinoma of the bronchus, lung, or 
pleura, and also from primary carcinoma of the breast. 
Of the benign mediastinal tumours, intrathoracic 
goitres tended to remain localised in the superior 
mediastinum, and so behaved like benign growths in 
that region. Dermoids and teratomata, on the other 
hand, enlarged laterally. The chief early symptom of 
goitre was dyspnoea, but enlargement of the tumour 
results in venous obstruction, as shown by cyanosis 
of the skin of head and neck. Pressure on nerves 
seemed to be rare. The physical signs of these 
goitres, apart from toxic manifestations, were an area 
of dullness on percussion over the sternum and 
enlargement of veins in the same area. X rays 
showed a well-defined opacity in the upper substernal 
area ; oblique views showed the tumour to be situated 
anteriorly. It might not be possible to diagnose this 
from dermoid. He did not think that mediastinal 
dermoids and teratomata often caused symptoms 
because of their position ; but when they extended 
outwards there might be symptoms due to irritation 
or there might be rupture into a bronchus, the former 
being manifest by non-productive cough. When 
infection took place the signs were those of pulmonary 
abscess. In some cases pressure of the tumour on 
the lower lobe caused bronchiectasis. Unless infection 
supervened X rays clearly outlined the tumour, 
and when bone or teeth were present they gave a 
denser shadow. Induction of artificial pneumothorax 
would often make a distinction possible from intra- 
pleural tumours. 

Intrathoracie goitres, said Mr. Edwards, should 
be removed as soon as respiration was embarrassed ; 
for the larger tumours it was necessary to split the 
sternum in the mid-line down to the third interspace. 
Dermoids and teratomata,. when localised to the 
mediastimun, could be approached by the same route, 
but he preferred exposure through the pleura. In a 
general way it could be said that the large tumours 
should be exposed by a posterior incision, the smalle1 
ones by the anterior route. After removal of the 
tumour the chest was made air-tight by approxima- 
ting the muscle layers; he had not found that 
percostal or pericostal sutures were needed. He had 
operated upon seven of true intrathoracic 
goitre, and three required division of the sternum. 
Shortness of breath was a complaint in all, and two 
had been treated as asthma for three and four years. 
One post-operative death occurred among the seven ; 
this patient had toxic goitre, and the thymus was 
found to be enlarged, There was one death 
among seven cases of operation for teratomata o1 
dermoids, the tumour in this case being of the size 
of a fotal head. Mr. Edwards had also operated 


cases 


also 
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upon one cyst which contained 1} pints of fluid, and 
the patient recovered and was still well four years 
later. With malignant mediastinal tumours operation 
was rarely possible, and more rarely still was there 
freedom from recurrence for any considerable time. 
Recurrent sarcomata seemed to be insensitive to 
X rays in treatment. 

Benign pulmonary tumours were very rare. The 
most common cysts in the lung were hydatid, and 
might be single or multiple. They gave rise to cough 
and expectoration, and sometimes—-when near the 
lung surface—to pain. Of malignant growths of 
the pulmonary region primary carcinoma might 
arise in the bronchi or in the alveoli, the former 
being the more common; it usually arose towards 
the hilum. Sarcoma here was much rarer than 
carcinoma, The types of sarcoma were the spindle- 
celied and the peribronchial infiltrating forms. In 
bronchial carcinoma dyspnoea seemed to be the earliest 
and outstanding symptom, and hemoptysis might be 
the first event ; in many cases the fever suggested 
influenza. The physical signs, in most, were those 
of atelectasis of the lobe which communicated with 
the affected bronchus. Lipiodol might confirm the 
diagnosis, for it showed an irregular blocking of the 
bronchus involved. Bronchoscopy would also reveal 
the condition. When secondary glands were present 
in the neck they should be removed under local 
anesthesia and histologically examined. All types 
of malignant disease in the lung might have pleural 
effusion as a late sequel. 

Only rarely, said Mr. Edwards, did bronchial 
carcinoma allow of radical operative removal— 
largely because of the early involvement of mediastinal 
glands. He had not yet seen even improvement in 
such cases as a result of deep X ray therapy, and 
various doses of radium as a surface application had, 
in his hands, been disappointing. Better effects, 
however, followed the use of radon seeds. These 
should be used only after full exposure of the tumour. 
Central carcinoma and endothelioma were much more 
favourable for operation. In secondary malignant 
deposits in the lung no form of treatment seemed 
to be of value, but partial pneumectomy was carried 
out in one case of secondary myeloma, the primary 
disease having been in the fibula, and the patient 
was still well two and a half years later. Most 
tumours characterised as pleural probably arose in 
adjacent structures and developed inwards. Benign 
tumours here should be removed surgically as soon 
as diagnosed if the general state permitted ; otherwise 
life would be ended owing to pressure on important 
structures in the course of growth. The malignant 
tumours found in connexion with the pleura were 
endothelioma and sarcoma, and these caused localised 
thoracic pain, with pleural effusion, serous first and 
hemorrhagic later. The localised type could be 
removed if diagnosed before secondary deposits were 
evident. 


Discussion. 


Mr. W. H. C. ROMANIS said that in some cases a 
large mass of thyroid tissue down in the chest had no 
visible connexion with whatever thyroid tissue might 
be present in the neck. When a rounded shadow 
appeared in the radiogram below the sternal notch 
this condition should be suspected. These retro- 
sternal goitres might be easy to remove or very 
difficult. He had only once found it necessary to 
split the sternum ; sometimes they could be pulled 
out. Dermoids gave rise to a variety of manifesta- 
tions, but pressure on important structures was not 
common with them, though in one case he had seen 
gross interference with the action of the heart. The 
best approach for removal was from the side, making a 
large incision between two ribs. Hydatids were 
so rare in this country that no surgeon or physician 
saw many of them. With regard to malignant 
disease of lung, the percentage of operable growths 
encountered by any surgeon was at present very 
small. The only means of making the proportion 
larger seemed to be early exploration of all doubtful 
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cases. Radium treatment for these cases was at 
present in its infancy. He was not altogether a 
radium enthusiast, but he had tried radon seeds in 
some cases of growth of the lung, and they seemed to 
benefit some growths there, just as they benefited 
some growths of breast and tongue. He had one case 
at present which was a surgical failure but a radium 
success, and he thought there were likely to be a fair 
number of successes with radon seeds in pulmonary 
growths. Before exploratory thoracotomy and before 
removing most of these tumours it was essential to 
produce artificial pneumothorax. This should be 
done a day or two earlier. 

Dr. L. S. T. BURRELL said that most of his patients 
who proved to have tumour of the chest came with 
the complaint of dyspnoea and were found to have 
pleural effusion ; this was especially true of tumours 
of the pleura. The second great group of symptoms 
were those of pressure on a bronchus, the onset of 
which might be quite sudden. More than one of 
these cases had been diagnosed as pneumonia. 
Another initial symptom was hemoptysis. Often 
he heard the remark “I don’t think he can have 
malignant disease, for he has very few constitutional 
symptoms, and looks so well.”’ But this was just the 
reason for suspecting malignancy. In most cases 
radiography would show a tumour, but more commonly 
it would show pulmonary collapse which it had caused. 
When effusion developed in cases of tumour it was, as 
a rule, blood-stained. A more frequent sign was an 
excess of endothelial cells. He regarded the use of 
lipiodol for diagnosis as very important. He agreed 
with Mr. Romanis on the induction of preliminary 
artificial pneumothorax ; this enabled a thoracoscope 
to be used with the idea of seeing the tumour. Some 
cases which were thought to be lymphosarcoma of 
lung were in reality carcinoma, starting usually in a 
bronchus. Metastases were found in the liver in 
40 per cent., the bones in 12 per cent., and the spleen 
in 10 per cent. In his view, there was only one treat- 
ment for the growths under discussion—namely, 
surgical operation. In every case he had seen which 
was treated by radium and deep X rays there had been 
recurrence. : Radium seemed to be useless in intra- 
thoracic growth. He described five recent cases of 
his own. 

Dr. F. G. CHANDLER showed and described a number 
of radiograms of cases of malignant thoracic tumour 
which had come under his care. Paralysis of the 
phrenic nerve, or of the recurrent laryngeal, must 
always be regarded as suggestive of growth; the 
suspicion was helped by the presence of secondary 
glands. An axiom he submitted was that it was 
better, in a doubtful case, to operate on a case of 
hopeless growth than neglect a case of abscess. Nor 
should it be forgotten that a mass evident to X rays 
might be gummatous. At present no form of treat- 
ment for these cases held any assured promise. Of 
120 cases of primary malignant intrathoracic tumour, 
half of them treated by X rays and half by radium, 
only four were now alive. 

Mr. W. A. WHITE said the commonest malignant 
growths of the chest were carcinomata, and many of 
them were inoperable. The commonest accompani- 
ment was a dry unproductive cough, associated 
sometimes with severe convulsions and cyanosis. 
For the application of radium he used a small trocar 
and cannula of his own devising whereby he applied 
a radon seed fixed by paraffin wax to a stilette. On 
connexion with an electric current the wax was 
melted ; the heat coagulated the tissues, the stilette 
was withdrawn, and the radon remained in situ. He 
showed a patient, well and strong, from whom he had 
removed a carcinoma which was growing into the 
mediastinum. 

Mr. JAMES MAXWELL gave the results of the 
examination of 184 cases of primary bronchial 
carcinoma collected at St. Bartholomew’s Hospital 
and the Royal Chest Hospital. He classified them 
according to site and method of spread. Six per 
cent. started in the roots of the lung and the surround- 
ing bronchus alone ; that type was not prone to cause 
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early metastasis. and some success attended treat- 
ment. In 20 per cent. the growth infiltrated a lobe 
of the lung alone, and this was fairly easily amenable 
to radium or X rays. In 25 per cent. the mediastinum 
was infiltrated, not the lung. The bronchus and 
pericardium were early involved, and implication of 
aorta and important structures followed. It was 
always outside the scope of surgery, though it might 
be treatable with radium. In the fourth type both 
lung and mediastinum were infiltrated, and these 
were most difficult to treat. This was the most 
numerous type. It must be remembered that many 
people with malignant disease of the thorax also had 
tubercle bacilli in their sputum. 

Mr. J. E. H. ROBERTS agreed with those who had a 
poor opinion of the result of deep X ray treatment of 
these carcinomatous tumours; he had not seen 
permanent benefit from it. Still its use would 
probably continue, for it was difficult to see the 
likelihood of cases being brought to the surgeon at an 
earlier stage. He had, however, seen several cases 
in which primary sarcoma had disappeared after the 
insertion of radium, and though patients died some 
two years later from metastases elsewhere, the 
primary growth, to the date of the death, had not 
recurred. It was very important to gain all possible 
information about the behaviour of the tissues of the 
lung in the presence of irradiation from X rays and 
radium. 


SECTION OF OTOLOGY. 

AT a meeting of this Section held on Feb. 8th the 
chair was taken by Mr. W. M. MoLLIson, the President, 
and Prof. HEINRICH NEUMANN, of Vienna, opened a 
discussion on 

BRAIN ABSCESS, 


He first commented on the astonishing fact that 
Macewen’s statistics of 50 years ago were better 
than even the best figures recorded since. Macewen 
had selected his material, but even with selected cases 
Prof. Neumann could only get 47 per cent. of good 
results. Possibly Macewen’s success had been partly 
due to his custom of postponing operation until 
protective adhesions had been stimulated in the dura 
by 20 per cent. carbolic acid, and to the fact that he 
had opened cerebellar abscesses without waiting for 
the characteristic symptoms which had been described 
by more recent workers. 

(Prof. Neumann then showed and described a very 
large number of slides and specimens from his practice ). 

The shape of the abscess did not appear to be 
influenced by the presence or absence of a capsule, 
or by its origin from acute or chronic otitis. The 
direction of growth and the position probably depended 
upon the blood-vessels and the structure of the nerve- 
fibres. In spite of the uniformity of the pathological 
and anatomical picture, the clinical manifestations 
varied considerably, and seemed to be much influenced 
by the situation of the abscess. It was remarkable 
that abscesses were quite often diagnosed and sought 
by puncture, and yet no pus was found. Whether 
this was due to a thick capsule or to the consistency 
of the contents was not known, but puncture more 
often gave a negative result in cases of abscess 
following acute otitis than in those following chronic 
otitis. Failure to find pus in cerebellar abscesses was 
explained by the fact that the abscess cavity was flat 
or slit-shaped, so that the needle could easily miss it 
or pass right through it without yielding pus. The 
characteristic focal symptoms of both cerebr ul and 
cerebellar abscess appeared relatively late, and it was 
therefore wise to perform exploratory puncture as 
soon as the general state roused any suspicion of 
abscess. Despite the rarity of cerebellar abscess 
and the fact that its general symptoms could be 
produced by other conditions, it had been found 
worth while to pay great attention to the general 
symptoms, such as repeated vomiting, dizziness, and 
constant occipital headache. For the production of 
focal symptoms decomposition in the abscess as well 
as changes around it were important. Cerebellar 





abscess affected the white matter very late, and tended 
first to spread between the grey and the white matter. 
Specific symptoms only appeared when fibre-systems 
were encroached upon. Some patients might have 
been saved if they had been diagnosed and operated 
upon before these focal symptoms appeared. Hitherto. 
however, the dangers of puncture, especially of 
the posterior fossa, had discouraged workers from 
exploring in the stage of general symptoms. On the 
whole it was best not to incise the dura before 
puncture, on account of the risk of prolapse and of 
alteration in the circulation and tension of the cerebro- 
spinal fluid. 

Treatment must vary with every case ; each abscess 
needed its own special method of operation. No kind 
of drainage was of any use for deep abscesses covered 
with a thick layer of encephalitic brain ; only removal 
and tamponing of the abscess could relieve it. 
Abscesses near the surface could be healed by drainage 
with filiform tubes or stretching with brain forceps. 
Every operator naturally preferred his own method. 
Prof. Neumann had not had good results from his 
trial of Lemaitre’s filiform drains, which he had 
found insufficient. The temporary healing of an 
abscess must not be looked upon as final. There 
was insufficient material in the brain tissue for healing 
a large defect, and one part of the abscess cavity 
might heal as a solid mass while another part formed a 
cyst, which sooner or later—often years later- 
could be reinfected by an acute exacerbation which 
must be regarded as a relapse. Operation must be 
performed in such a way that the patient was not 
left a cripple, but on the other hand brain abscess wes 
such a dangerous condition that the life of the patient 
must not be sacrificed by operating too timidly. 


Diagnosis of Brain Abscess. 


Mr. H. W. B. Cartrns said that bad results in brain 
abscess were almost entirely due to faulty diagnosis. 
He would like to raise one point of operative technique. 
Success depended in the first instance upon the power 
of the brain to localise the infection. Whereas 
Macewen had used burrs for opening the mastoid, 
modern otologists used mallet and chisel, He 
wondered whether this was a factor in the results ; 
whether perhaps the resistance of the abscess wall 
was partially broken down. On the whole the results 
were rather better in cases where the abscess did not 
arise from the ear. 

Many unexplored cerebral cases went to post- 
mortem direct from the medical wards, but admittedly 
many of them only arrived at hospital when their 
condition was very bad. The blame for giving the 
benefit of surgical exploration to so few of these 
patients must be assigned to all branches of the 
profession. Symptomatically the cases were not 
yet clearly defined. The localising signs had been 
well established, but it was not so easy to remember 
the possibility of brain abscess in a patient who had 
relapsed into stupor after a short period of vomiting 
and headache. Cases were often diagnosed as 
encephalitis or cerebral thrombosis. Some mistakes 
were due to a neglect of ophthalmology and perimetry, 
but many cases showed little or no papilledema. In 
most cases the temperature was subnormal. Brain 
abscess was often missed if it began during convales- 
cence from some other illness. After a mastoidectomy, 
or even a mild attack of mastoiditis or frontal sinusitis. 
a patient might show some disturbance of convales- 
cence, but as he was in bed under the best conditiors 
for fighting infection a cerebral abscess might form, 
be well localised, and remain unsuspected. After 
apparent complete recovery and return to work he 
would be suddenly taken ill and die. All such cases 
of disturbed convalescence should be observed very 
closely over a long period. The onset of an abscess 
might be heralded by a Jacksonian fit, but was more 
often indefinite, especially if it arose from a neigh- 
bouring focus of infection. The localising signs had 
been well described ; the difficulty was to elicit them. 
Repeated daily perimetry gave most valuable infor- 
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mation, and it was possible to get charts from acutely 
ill patients if the right moment of intermission of 
symptoms were seized. The appearance of an 
homonymous quadratic defect clinched the diagnosis, 
and showed the level and progress of the abscess. 
The onset of a complete homonymous defect indicated 
immediate operation. Another useful diagnostic aid 
was X rays; often contained gas. The 
differential diagnosis from encephalitis, cerebral 
thrombosis, cerebral aneurysm. tuberculous meningitis, 
purulent pachymeningitis. purulent leptomeningitis. 
and serous meningitis could only be made at present 
by exploratory puncture. There was no risk of 
infection if the mastoid wound was sealed off with 
sheet gutta-percha. If pus was found directly the 
dura was nicked, if there was a large amount of 
subarachnoid cerebro-spinal fluid. or if a few drops of 
fluid were obtained from the lateral ventricle. then 
there was probably no abscess present. There was 
always considerable cedema round an abscess, and the 
ventricle was obliterated. (Edematous brain-tissue 
brought out by the needle could be distinguished from 
normal tissue: it was glistening, very soft, and 
vellowish-white. Purulent pachymeningitis might 
follow mastoiditis and cause signs and symptoms 
identical with those of abscess. Even at operation 
it might be overlooked, as the pus sank to the lowest 
part of the brain ; the head, therefore, should be tilted 
when the dura was opened. Cerebral abscess might 
be confused with what was called by some serous 
meningitis and by others arachnoiditis. although 
neither term seemed a good one for a condition of 
hydrocephalus with some defect of absorption and 
possibly excessive production of cerebro-spinal fluid. 
[It came on after acute or chronic mastoiditis, and 
there might be no demonstrable focus of infection. 
There was great risk of blindness, and a decompression 
should always be performed to save vision. Diagnosis 
must be carried out during treatment and the operation 
must take place in stages. as additional symptoms 
often arose after the first interference. Many 
problems depended on the accurate day-by-day 
observation of the patient. 


abscesses 


Review of Cases. 

Mr. J. S. FRASER gave an account of the 17 cases of 
temporal lobe abscess on which he had operated ; 
six had recovered and 11 had died. Ten of them had 
been males and seven females. and most of them 
had been under 30 years of age. Nine of the abscesses 
had been on the right and eight on the left; only 
three of them had followed acute otitis media. The 
labyrinth had been functioning in 13 and not in two. 
The temperature had been subnormal in — seven, 
normal in two, and raised in eight. The pulse-rate 
had been slow in five, normal in four, and rapid in 
eight. Ten had been drowsy or comatose on admission, 
and in four of these there had been attacks of delirium. 
The pupil on the affected side had been dilated in 
three cases and there had been sensory aphasia in 
four. Of the eight cases investigated by the ophthal- 
moscope. two had shown double optic neuritis. Six 
had had meningitis on admission, and five of these had 
died ; six had developed meningitis after operation, 
and all of these had died ; five had had no meningitis. 
and had recovered. 


Pathology of Brain Abscess. 
Mr. E. Mites ATKINSON said that the essential 
point at issue was the route by which the infection 


travelled, and this depended on the anatomy of the | 


cerebral vessels. Those descending from the cortex 
and those ascending from the base left between them 
a layer of white matter, just below the cortex, which 
was poorly supplied with blood. In this area the 
abscess first appeared. In 57 per cent. of cases which 
he had investigated the infection had been peri- 
vascular ; he did not agree that the venous route was 
the usual one, although in some cases, especially 
lateral sinus thrombosis, clotting in a pial vein might 
spread back into the brain. Occasionally an artery 





might be caught up in the area of infection and a 
piece of its thrombus might break off as an embolus. 
The onset in these cases was typically apoplectiform. 
Once formed the abscess grew at the expense of the 
white metter, because the grey matter was more 
resistant. and always towards the lateral ventricle. 
because this was the direction of the vessels. In the 
cerebellum it grew at the expense of the white matter 
forming the core of a lobule, destroying it inward 2s 
far as the central mass. The term “ capsule’ was a 
compicte misnomer, as the wall of a brain abscess 
was no different from that of an abscess anywhere 
else. In a very virulent infection there was no 
evidence of 2 protective mechanism at all, but only an 
acute spreeding encephalitis. In this type localising 
symptoms occurred early, and the prognosis was bad. 
Where the abscess was chronic, and its wall thick. 
there was 2 greater chance of recovery if it could be 
drained, but the signs were fewer and more equivocal. 
Delay in operation might result in the formation of 
secondary abscesses. 

Mr. W.S. SHARPE described a case which had shown 
the signs of abscess but had recovered under potassium 
iodide. He thought it possible to overdo surgical 
search for an abscess that was not there. 


Cases. 

Sir JAMES DUNDAS-GRANT showed a case of cere- 
bellar abscess from thrombophlebitis of the jugular 
vein. This patient had been shown to the Section 
before. Opening of the lateral sinus, jugular vein. 
and jugular bulb had been followed by symptoms «of 
abscess in the cerebellum : these had only been relieved 
by additional drainage behind the mastoid. Recovery 
had been satisfactory. He also showed a case in 
which vertigo had been cured by ossiculectomy. 
which had revealed cholesteatomatous masses pent 
up by the ossicles. 

Mr. ©. HAMBLEN THOMAS showed a girl. aged 11. 
who had suffered for two vears from intermittent 
earache without other symptoms. X_ rays’ had 
shown one mastoid acellular and the other highly 
cellular. After rest and treatment with antiphlogistine 
the patient had recovered. 

Mr. T. B. LAYTON showed a case of recurring 
meningitis appearmg first three weeks after septi- 
cemic mastoiditis in a boy of 11. The second 
attack had appeared ten days after the first, and had 
been followed by steady recovery. 

Mr. W. H. JEwert showed specimens from a case 
of actinomycosis of the brain in a woman aged 24%. 
The symptoms had been frontal and occipital head- 
ache, photophobia, and pain in the eyes, with apathy 
and slow cerebration. The pupils had been unequal 
and active. Finally anesthesia had supervened, 
followed by paresis of leg, arm, and lower half of face. 
The headache, apathy and fever, but not the paralysis. 
had been relieved by evacuation of extradural and 
subdural abscesses in the right Rolandic area. but 
17 days later she had died. 


SECTION OF ANASTHETICS. 

AT the meeting of this Section on Feb. 7th, with the 
President. Dr. KR. E. APPERLY, in the chair, a discussion 
o 

a" ANESTHESIA IN THORACIC SURGERY 

was opened by Dr. C. LANGTON HEWER. Before 1914, 
he said, intrathoracic operations were regarded as a 
risk, but thoracotomy could now be performed with 
almost the same safety as laparotomy. This widening 
of the field of operation was largely due to inaproved 
anesthetic technique. Dealing first with the prepara- 
tion of the patient, Dr. Hewer said purgation of the 
patient before the operation was now considered 
undesireble. The drinking of as much fluid as could 
be comfortebl- taken for two or three days before 
the operation seemed to reduce post-operative 
vomiting end acidosis. Patients so treated did not 
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show a dry skin and scanty urine, and the dilution of 
whatever poisons were present in their system was 
all to the good. He was not sure about glucose being 
useful, and he thought that large preliminary doses of 
hypnotics should be avoided ; hyoscine gr. 1/100 and 
morphia gr. 1/4 sufficed for the average man, hyoscine 
gr. 1/150 and morphia 16 for a woman. After 
operation a larger quantity of warm saline could be 
given rectally while the patient was unconscious than 
after consciousness had returned. He gave 1} pints 
of saline, containing 5 per cent. ghicose, while the 
wound was being closed. Operating table and bed at 
the time of the operation should be kept hot. As it 
was difficult to keep a large ward at the requisite 
warmth, he advocated the provision of recovery 
rooms, Where patients could remain after operation 
until the temperature had returned to normal and 
the general condition was satisfactory. 

Usually the subjects of thoracic operations were in 
poor condition; they might have phthisis, bronchi- 
ectasis, empyema, pulmonary abscess, or tumour. 
Operation caused oozing from large surfaces, with 
corresponding shock, and opening of the pleura meant 
a disturbance of the normal pressure relationships in 
the chest. 

Requirements in Chest Operations. 

In Dr. Hewer’s opinion, the chosen anzsthetic for 
thoracic surgery should have the following character- 
istics: (1) It should have no depressant effect on the 
body, even though the administration might have to be 
prolonged. (2) It should have no harmful effect upon 
either normal or diseased lung. (3) It should not 
interfere with secretion in the respiratory passages, 
or abolish the reflexes, thus preventing evacuation of 
sputum immediately after operation. (4) Rapid 
recovery should be possible, and the anesthetic 
should ensure adequate oxygenation of the blood, 
even when normal respiration was obstructed. Local 
analgesia had a useful place in the surgery of the 
chest, but high spinal block was not, in his view, 
justifiable. The pain after it was employed was 
greater than that which followed general anesthesia, 
especially when intercostal nerves had been blocked. 
The power to cough was impaired for some time after 
a block, owing to temporary paralysis of abdominal 


muscles. Moreover, pleural shock might be 
responsible for an alarming amount of collapse. It 
must be remembered that injection of a minute 


quantity of novocain and adrenalin was capable of 
causing heart failure. He considered that injection of 
a solution without performing the aspiration test 
and without seeing that the needle point was always on 
the move, had led to deaths. . When local analgesia 
was employed, no protection was afforded against 
respiratory obstruction, nor against collapse of the 
lung when the pleural cavity was opened. And the 
method was not good for young children, nor in cases 
where the injection would have to be made through 
septic areas. 

Dr. Hewer was anxious that the good points of 
chloroform should be kept in mind. This was not 
irritating. it did not cause an increase of saliva and 
mucus, nor did it appreciably increase the depth of 
respiration. Indeed, he considered that chloroform 
had a definite place in thoracic surgery, especially in 
patients with a high respiratory obstruction. Ether 
permitted a light degree of anesthesia to be main- 
tained without risk of a cardiac failure. Often it was 
useful to give it by the open method to children who 
were too small to have nitrous oxide and oxygen 
properly. For extensive operations on the chest, 
however, he did not think ether was satisfactory, 
since it was liable to irritate the respiratory passages, 
and might thus increase the quantity of secretion 
there. Also vomiting was likely if the administration 
was prolonged. Of both paraldehyde and avertin it 
could be said that they interfered with the coughing 
reflex. Nitrous oxide and oxygen were in a different 
category, for nitrous oxide seemed to have no chemical 
effect, but acted physically by limiting the oxygen 
supply to the cells of the cerebral cortex. Moreover, 
this anesthetic seemed to have no deleterious effects 


on either normal or diseased tissues. Tuberculous 
animals had had nitrous oxide and oxygen for 24 and 
36 hours without aggravating their disease. This 
anesthetic had many advantages for chest work, 
and if the patient vomited more than once immediately 
after regaining consciousness the cause was usually 
something other than the anesthetic—perhaps the 
use of scopolamine and morphia before operation. 
The only real disadvantage in its use was poor 
muscular relaxation, and this was not very important 
in thoracic surgery. Ethylene and oxygen could be 
used in the same way, and with the same apparatus 
as nitrous oxide. But commercial ethylene had an 
unpleasant smell, and might cause nausea and 
vomiting ; it was also highly explosive, and dangerous 
to use in the X ray room, or when lung tissue was to 
be cauterised. 
Discussion, 

Dr. I. W. MAGILL thought that all that was required 
in the way of anesthetics in chest cases was local 
analgesia, supplemented, if necessary, by nitrous 
oxide and oxygen. When a pleural cavity had to be 
opened, the anesthetist should be prepared for the 
accidental opening of the other pleural cavity, but 
Dr. Magill had seen this accident happen only once. 
And at the operation there was always the possibility 
of haemorrhage from a large vessel, or the opening of a 
bronchus. It was a great advantage to have pneumo- 
thorax done before the operation. Local anzesthesia 
could be used for such operations as thoracoplasty. 
Nitrous oxide and oxygen was his choice for chest 
cases, using a face-piece instead of intubation. 

Mr A. Tupor EDWARDS, speaking as a surgeon, 
agreed about the great part played by improvements in 
anesthetics in the advance of thoracic surgery. He 
thought that the smaller operations should always be 
done under a local anesthetic ; the same applied to 
empyema and usually to abscesses. Ordinary gas- 
and-oxygen anmsthesia was extremely satisfactory. 
Only when the mechanics of the chest were being 
altered was there need to induce a positive pressure. 
In thoracoplasty for tuberculosis or bronchiectasis the 
shock was greater than in other cases. Opening both 
pleure at the same time was seldom done, and_ it 
should not be attempted in substernal goitre cases. 

Mr. J. E. H. RoBertTs said that in these chest 
operations even more important than the ehoice of 
the anesthetic was the choice of the anesthetist. 
Experience was essential. The operations could be 
carried out without shock where no infiltration of 
intercostal nerves was done. 

Mr T. P. DUNHILL pleaded for the use of chloroform 
in appropriate cases. Pathologists and coroners in 
London had done much to deprive chloroform of its 
rightful place in the armamentarium of the anesthetist. 

Dr Z. MENNELL said that for intrathoracic goitres, 
exploration of the mediastinum, and operations on 
the cesophagus the patient’s safety and comfort, as 
well as the surgeon’s happiness, were best served by 
light intratracheal ether. This was not so necessary 
in cases of definite disease of lung, and ether was 
contra-indicated in them. He emphasised the great 
importance of rapid operating in chest cases. He also 
added a plea in favour of using chloroform in suitable 
cases. 


SECTIONS OF PSYCHIATRY AND NEUROLOGY. 
MILDER FORMS OF THE MANIC-DEPRESSIVE PSYCHOSIS, 

THE Section of Psychiatry held a meeting on 
‘eb. 11th at which members of the Section of Neuro- 
logy were invited to be present. Sir RoBERT ARM- 
STRONG-JONES, President of the Section of Psychiatry, 
took the chair, and Sir E. FARQUHAR BUZZARD 
opened a discussion on the Diagnosis and Treatment 
of the Milder Forms of the Manic-depressive Psychosis. 
He deplored that writers of text-books in general 
ignored the milder forms of the manic-depressive 
psychosis, and the distinction between the neurotic 
and psychotic forms of depression. In addition to 





mild forms which differed from the severe farms only 
in degree, there were many mild:.\3e which showed 
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no history of preceding elation or depression. The 
wtiological significance of any possible source of 
anxiety must not be assumed without inquiring 
whether the alleged cause was still operative or 
whether its removal had produced improvement. 
There might, again, have been a history of restless 
activity and aggressiveness in ordinary affairs. The 
patient would complain not exactly of depression but 
of a detachment from reality and of a lack of interest 
and affection, for which he blamed himself. The 
absence of a concentration on one particular cause 
did not necessarily rule out psychotic depression. 
The depression was worst in the early morning and 
little influenced by environment; it was intensified 
by fatigue, and might lift unaccountably, especially 
towards the end of an attack. Fears of insanity or 
disease might be associated with it. Grief was not 
easily provoked, though some patients wept copiously 
without cause. Insight was good, but concentration, 
decision, and attention were bad. Psychotics were 
less troubled by insomnia than neurotics, but might 
resist sleep for fear of the depression on waking. 
They had more to say about their brains, and morbid 
and suicidal thinking was an almost constant feature. 
Suicidal attempts were more usually premeditated. 
Psychotic disturbance was always associated with 
physical disorder. The normal personality gave little 
diagnostic help, but a woman who became restless 
and domineering and then depressed was almost 
certainly of the psychotic type. Psychotics nearly 
always showed a high percentage of mental disorder, 
suicide, and alcoholism in the family histor y; the 
predisposition seemed to be directly transmissible, 
and alcoholism to be a direct result of the periodic 
psychosis. The milder the form, the more difficult 
the diagnosis, which in most cases required much time 
and care. No therapy seemed to prevent or shorten 
the attack. Most patients recovered if their sleep 
was secured and they were guarded against their 
friends’ misguided efforts to arouse them. If the 
patient felt inefficient at work, he should be ordered 
complete rest on the physician’s responsibility, but 
for some it was better to continue. The danger of 
suicide must never be forgotten, and congenial and 
tactful companionship should be provided. Physical 
well-being must be sought in every possible way. 
No disorder more demanded the guidance, comfort, 
and protection of an understanding physician. 


Cyclothymia as a Biochemical Problem. 

Dr. H. CRICHTON-MILLER objected to the term 
‘** manic-depressive psychosis ’’ for the mild forms as 
too strongly suggesting the mental hospital and 
hindering the general recognition of the frequency of 
their incidence ; he proposed to substitute “ cyclo- 
thymia.”” The basic feature was variability of affec- 
tive response independently of stimuli. The unstable 
temperament was a boat with insufficient keel ; the 
cyclothymic was a pendulum. The difference lay in 
the degree of personal integration. The unstable 
patient was badly integrated, but the cyclothymic, 
though he had two contrasted integrations, each in 
its way imperfect, might in his normal phase show a 
well-integrated personality. The cyclothymic varied 
on either side of a norm, but in the case of dual 
personality one of the two phases constituted a true 
integration. In true: cyclothymia the difference of 
response depended not on associative but on affective 
variation, and there might be a surprising degree of 
maladjustment before rational failure manifested 
itself. No theory explained cyclothymia and no 
treatment was fundamentally successful, however 
good the immediate results might seem. No physio- 
logical basis for the alternation had been discovered ; 
the basal metabolism and blood-sugar were not 
changed. Nevertheless, the periodicity seemed to be 
a somatic rather than a psychological quality. The 
similarity of cyclothymic exaltation to alcoholic 
euphoria and of cyclothymic depression to that of 
intestinal absorption suggested a chemical factor, 
presumably acting on the thalamus. The reproduc- 
tion of the cycle on a small scale in the menstrual 


cycle, and the fact that a relatively small proportion 
of patients led physiological sex lives, suggested that 
this biological factor might be hormonic ; a rhythm- 
disequilibrium of hormonic function which tended to 
be self-limited, and which resulted in an endogenous 
toxemia affecting thalamic activity in two contrasted 
ways and influencing cortical activity only in a 
secondary manner. 

Dr. GEORGE RippocH said that the depressed 
phase was more difficult than the exalted to differen- 
tiate from similar neurasthenic states, and that the 
previous speakers had been wise to stress if.” He 
believed that emotional disturbances could precipitate 
the psychosis. The depression might lift during the 
day and sometimes after a night’s sleep, but it had a 
certain persistency unlike that of the ordinary 
neurasthenic state. Retardation of physical as well 
as mental activity was diagnostically important ; 
the psychotic was ‘“ furrow-bound.’? Whereas the 
neurasthenic projected his troubles, the psychotic 
took them on himself. <A significant and frequent 
symptom was temporary hallucinosis, even in mild 
cases. An incautious physician might be led astray 
by the patient’s complaint of other mental and 
emotional symptoms, and of fatigue, headache, and 
visceral disorders. and by his silence about his 
depression. There might be no history of previous 
attacks ; the first sometimes occurred in middle age. 
especially in women. The history of a previous 
elation episode was significant, but the absence of it 
was not. 

In treatment the environment was all-important. 
but much could be done by diligent attention and 
comprehension of the patient’s troubles. The 
encouragement by relatives of unsuitable activities 
should be discountenanced, and during the depressed 
phase the patient was better away from them in an 
understanding atmosphere with suitable nursing. 
Dr. Riddoch said he should like to see a home endowed 
in the country, rather like the Cassel Hospital, where 
these patients could be cared for, understood, and kept 
from suicide—a task often requiring great vigilance. 
It was wrong to send mild cases to a mental hospital : 
they had full insight and ought not to be surrounded 
by insane patients and exposed to stigma. Sleep, 
food, and rest were important. Deep mental analysis 
was very dangerous, as introspection might plunge 
the patient deeper into his own misery. 

Dr. HENRY YELLOWLEES held that there was a 
clinical entity to diagnose, and protested most strongly 
against the view that the difference between trivial 
downheartedness and psychotic depression was one 
merely of degree. The popular phase that melan- 
cholia was a “ caricature’ of depression was very 
misleading. He also looked with grave suspicion 
upon the term *‘ mild melancholia.”” Although some 
forms were less severe than others melancholia, like 
pneumonia, was never a mild illness. Differential 
diagnosis from neurasthenia was a purely clinical 
problem and the crucial point in it was that, whereas 
the neurasthenic was a person of active emotional 
reactions who bewailed the limitations which his 
illness imposed upon him, the melancholic, whatever 
he might seem or be called, was the reverse. The 
understanding of Kraepelin’s point of view, that the 
emotional state was secondary to the fundamental 
volitional disturbance, was essential. Of almost equal 
importance was the recognition of the cardinal 
neurasthenic symptom—excessive fatigability—and 
the use of the final touchstone that the neurotic had 
true insight and the psychotic had not. If he had. 
however mild his illness, he would not be a psychotic. 
The physician needed an intimate personal knowledge 
of the natural history of the disease. 

Mild hypomania or elation had the distinction of 
passing undiagnosed more often than any other 
condition. The general inability to regard these 
cases as a whole was vividly illustrated in legal 
proceedings. The procedure was invariably the 
same ; isolated acts of the patient were described one 
after the other, and the witness was asked of each 





one, “Is that a sign of insanity, Doctor?” Dr. 
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Yellowlees waited almost in despair for someone to 
protest publicly against this imbecile question, and 
to insist upon describing and explaining the patient’s 
mental state as a whole, and in his own way. 

The fact that the manic-depressive psychosis had 
to run its course hardly justified the statement that 
there was no treatment for it. Wise management- 
a better word than treatment, especially in the 
depressant phase—depended upon a proper conception 
of the illness as a whole. Melancholia was ipso facto 
not amenable to psychotherapy ; neurasthenia was 
amenabie to psychotherapy in general, and especially 
to analysis. Psychotherapy, especially hopeful 
suggestion, might be a valuable adjunct to the treat- 
ment of melancholia; but its modern analytical 
developments, although they explained temptingly 
many of the mechanisms of the disorder, could never 
cure. A frequent and ominous phrase in the news- 
paper reports of inquests was, ‘‘ His doctor had been 
treating him for depression.”’ Practical physicians 
should do all in their power to refrain from treating 
patients for depression with such a result as an inquest. 


The Frequency of Mixed Cases. 

Dr. W. R. REYNELL said that depression might 
occur several times before the complete cycle was 
established. It was not always of the same kind, 
but might take various forms such as remorse, fear, 
or resentment. Mild cases might shade off into 
anxiety or instability, and hard-and-fast classification 
was impossible, as many cases had mixed symptoms. 
Some manic-depressives were readily fatigable, others 
developed fainting fits on the border-line of epilepsy ; 
some migraine subjects occasionally had sudden 
attacks of depression without headache. which 
resembled the depressive phase of the psychosis. All 
the periodic psychoses and neuroses were related 
genealogically, and in their manifestations. The 
history of mental disorder in 80 per cent. of relatives 
showed some structural defect. The occurrence 
depended on the psychotic potential, without which 
no stress could produce psychosis. If, however, the 
patient had an inherited tendency to psychosis, an 
attack could be precipitated by exogenous or endo- 
genous causes. Neurasthenics often showed cycles 
of euphoria and depression, and might develop into 
typical manic-depressives. In most cases, in short, 
the #tiology was mixed. In treatment, the greater 
the psychogenic factor the stronger the indication 
for psychotherapy; the greater the somatic factor 
the more should the physician rely on rest and 
physiotherapy. The nature and depth of the psycho- 
therapy depended on the individual. 

Dr. HELEN BoyYLe stressed the connexion of the 
disease with excessive or defective thyroid secretion. 
The condition might often originate, she said, in 
adolescence, fear being a potent activator of the 
thyroid, and preventive glandular treatment should 
be applied at this age. Normal thyroid function had 
a cyclothymic rhythm. It was important that the 
patient should have occupation well within her powers, 
but absence of stress might itself sometimes constitute 
stress. Dr. W. H. Stoddart had recommended the 
‘regular way,’’ so that the patient could have 
adequate knowledge of the alteration before the 
mental and nervous fit became too severe. Insight 
was usual in the normal state. Contact with a 
trusted doctor was invaluable, and some form of 
hydrotherapy might be of benefit. 

Dr. E. W. NEILL HopnovseE pointed out the simi- 
larity of the symptoms in early general paralysis to 
those of mild manic-depressive psychosis ; myxoedema 
he said, might occasionally cause confusion, but it 
was often possible to be misled by meningovascular 
syphilis. This sometimes produced mild depression, 
loss of interest, and occasional outbursts of temper, 
but the history and the improvement under specific 
treatment should be sufficient to determine the 
diagr’ sis. Some cases cf manic-depressive psychosis, 
mostly women of a * finitely efficient type between 
25 and 35, resemble steria in excitability and a 
rather noisy combat  ..ess, but did not feel ill and 





did not desire pity nor seek to attract attention. 
Another possible source of confusion was hyper- 
thyroidism in the absence of goitre. If these cyclical 
cases were to be recognised by the practitioner they 
must be recognised by the student, and they would 
not be until the term ‘‘ manic-depressive psychosis,” 
which only suggested the padded cell, was abolished 
in favour of ‘‘ cyclothymia.”’ 

Dr. E. B. STRAUSS commented on the apparent 
decrease in the incidence since his early years; the 
diagnosis had then been too comprehensive. Depres- 
sion might be the most prominent symptom in a 
number of other conditions. There was a certain 
definite connexion between manic-depressive psy- 
chosis and allied conditions and the pyknic physique. 
In addition to the other diagnostic data the measure- 
ments and physical type should be ascertained ; 
search should be made for schizophrenic stigmata and 
the motoricity determined. If the patient had had 
previous attacks of depression or was usually over- 
boisterous, and if his physique was predominantly 
pyknic, the diagnosis was absolutely certain unless 
the picture was complicated by factors such as 
arteriopathy and syphilis. Persons with a pre- 
dominantly schizoid make-up could not develop manic- 
depressive psychosis, and the physician should 
suspect catatonic schizophrenia or a mixed psychosis. 
Pyknic and correlated constitutions could modify 
the course of schizophrenia to cause confusion. 
Reactive depression was one of the commonest forms 
of depression and one of the most frequent sources 
of error; it was caused by an intolerable situation, 
and was allied to true neurasthenia or prison psychosis, 
and was not endogenous or constitutional in the 
sense of the manic-depressive psychosis. It affected 
schizoid rather than cycloid types. Institutional 
treatment was desirable even for the mildest attacks 
of manic-depressive psychosis. In women at the 
climacteric a really active ovarian preparation some- 
times exerted a remarkable effect. 

The CHAIRMAN, answering Dr. Riddoch, praised 
the licensed houses under the special hospitals. A 
very great point in treatment was the “ restitutio ad 
integrum’’; no manic-depressive patient became 
demented. The sudden onset was pathognomunic. 
There were no hallucinations and no delusions. 

Sir FARQUHAR BuZZARD replied. 


MEDICAL SOCIETY OF LONDON. 


AT a meeting of this Society on Feb. 10th, with 
Mr. DONALD ARMOUR, the President in the chair, a 
discussion on the 
SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS 
was opened by Dr. GusTAV MAURER (Davos). He 
dealt with the surgical treatment of adhesions which 
prevented proper collapse of the lung after artificial 
pneumothorax, and which prevented permanent cure, 
according to Gravesen and the Matsons, in 37 per cent. 
of cases. Great service had been rendered, he said, 
by Jacobzus, who, in 1910, had invented the first 
practical method of dividing adhesions by a galvano- 
cautery after discovering their position with a 
thoracoscope similar in construction to a cystoscope ; 
but although he had obtained improvement in 66 per 
cent. of patients, cure could never be guaranteed 
because of the complications of empyema and tuber- 
culous exudate. Exogenous infection could be 
avoided by care, but endogenous infection was an 
ever-present danger, because three-quarters of operable 
adhesions contained lung tissue, the parenchyma 
losing its vitality through the perifocal inflammation, 
and becoming drawn up into the pedicle on the 
induction of pneumothorax. Most adhesions were 
composed, in varying proportions, of three types of 
tissue: parietal pleura plus endothoracic fascia; a 
fibrotic bridge, or the symphysis between the parietes ; 
and the lung pedicle. Owing to the great difficulty 
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of distinguishing the connective tissue from the 
parenchyma by sight, adhesions were best classified 
for practical purposes according to their shape :— 

(1) Very thin elastic adhesions ; division did neither harm 
nor good. 

(2) Adhesions with a broad thoracic insertion and a 
fibrotic, inelastic symplysis; the parietal pleura was pro- 
jected in atent shape. They were rare. 

(3) Adhesions with a conical pulmonary insertion and 
a dense symphysis of long-standing ; the devitalised lung was 
drawn into a pedicle. They were fairly common, and their 
division was the cause of most empyemata, but if no com- 
plications ensued they gave the best therapeutic results, 

(4) Hour-glass adhesions, with both insertions expanded, 
and a fibrotic bridge between. There was less risk of 
empyema than in the third class, and equal benefit from 
division. Most important adhesions belonged to this class. 

The thicker the adhesion the more serious the 
condition and the nearer the parenchyma approached 
the chest wall. The term * division” really implied 
unskilful technique, and it was absolutely necessary 
to enucleate adhesions from the chest wall, where they 
consisted. with rare exceptions, solely of connective 
tissue. This could not be done with Jacobzeus’s 
instrument, nor its modifications, on account of the 
vascularity of the adhesion and the proximity of 
intercostal vessels. Attempts had been made to 
replace the galvano-cautery by cutting diathermy, 
but the strong current required might easily cause 
deep coagulation and empyema. Dr. Maurer then 
exhibited his apparatus, and described his own method 
with high-frequency currents of 0-1 to 0-3 ampéres, 
which only produced a coagulation zone 2-3 mm. 
wide. For very expanded insertions he used alternate 
diathermy and galvanic current on the same electrode, 
with foot control. Local anzsthesia was indispensable, 
and 0-4 per cent. novocain was given through a long 
needle. He could enucleate short membranes as 
thick as a finger, crowded or crossing one another, 
and rope-like adhesions as thick as a humerus. He 
held fast to the two-puncture method. 

He exhibited water-colour pictures of adhesions and 
X ray films of cases. 

Surgical Methods of Collapse, Accessory or Alternative 
to Artificial Pneumothorax. 

Mr. H. Morriston DAVIES said that sanatorium 
treatment, though the simplest, might be inadequate 
because the disease was so acute, the resistance so 
poor, or the secondary changes so extensive that its 
healing effect could not take place intime. If only one 
lung was involved its collapse would achieve the 
desired result, but collapse was not always easy. 

The commonest indication for operations—phrenic 
evulsion, thoracoplasty, multiple neurectomy, and 
extrapleural pneumolysis—-was the failure to secure 
complete collapse by artificial pneumothorax. 
Evulsion had almost entirely superseded simple 
section because it destroyed the connexion of the 
accessory phrenic with the main nerve. The operation 
was done under local anesthesia. except in young 
children. As a consequence of the resulting paralysis 
of the diaphragm, spasm disappeared, respiratory 
movements were abolished or replaced by paradoxical 
movement, and the dome of the diaphragm rose. 
The lung was thus freed from constant strain and 
partially collapsed, reducing the drag on the medias- 
tinum and relieving the symptoms. The indications 
for phrenic evulsion were: (1) Basal tuberculosis ; it 
was rarely successful in basal bronchiectasis. (2) 
Chronic basal effusion with thickened pleura. (3) 
Generalised tuberculosis when artificial pneumothorax 
had failed. (4) For the relief of symptoms such as 
pain, dragging, tachycardia, and dry, irritating cough. 
(5) As an accessory to artificial pneumothorax when 
the base of the lung was adherent. (6) As a prelim- 
inary to thoracoplasty to reduce the number of ribs 
needing excision. (7) To prevent the development of 
bronchiectasis after unresolved basal pneumonia. 

Two essentials of thoracoplasty were that the 
posterior line of division of each rib should be made 
at the level of the transverse processes and that the 
excision should include the first rib. These ensured 





that the ribs dropped and tilted downwards so that 
the lateral cut ends became approximated to the 
spine. This produced very considerable collapse of 
the lung, even if only the first eight, seven, or six ribs 
were excised. A thoracoplasty limited tothe first four 
ribs was as efficacious as, and preferable to, apicolysis. 
The collapse, though partial, was constant, and the 
operation produced no crippling deformity. Its indica- 
tions were those for artificial pneumothorax, but its 
contra-indications were much more severe. It was only 
indicated in preference to any other line of treatment 
in cases of advanced chronic unilateral fibrotic 
tuberculosis. An active lesion in the opposite lung 
was a complete contra-indication except in cases of 
alarming recurrent hemorrhage. Other  contra- 
indications were tuberculous enteritis, cachexia, a 
failing heart, albuminuria, and diabetes, but not 
tuberculosis of the larynx unless there was considerable 
cedema or involvement of the epiglottis. Thoraco- 
plasty should be performed when a pneumothorax 
failed to control the symptoms, especially in fibrotic 
and hzemorrhagic cases, or when the lung = was 
re-expanded; and when a pyothorax was not controlled 
by an oleothorax. 

Multiple intercostal neurectomy gave slight collapse 
and apparent benefit in some cases, but the number 
was yet too few for any conclusion. Apicolysis was 
best performed with a pedunculated graft of pectoralis 
major or the mamma; paraflin might produce an 
extrapleural effusion which found its way into the 
tissues, and fat was apt to degenerate. Mr. Davies 
illustrated his paper with X ray films. 


A Single-puncture Method, 

Dr. F. G, CHANDLER, while admiring Dr. Maurer’s 
technique very greatly, preferred—in common, he 
said, with many other workers—to perform the whole 
operation through one puncture. Davidson, of New 
York, had invented a successful operating thoraco- 
scope, Which combined telescope, lamp, and electrodes 
in one instrument, but it was large, it had to be 
moved to and fro in manipulation, and, being oval 
in section, its rotation opened up the tissues and 
increased the liability of sepsis. Dr. Chandler had 
devised! a thoracoscope which involved only one 
puncture, was quite small, and workea through a 
cannula no larger than that of Jacobzeus. It was 
fitted with a ball which pressed against the chest wall 
and prevented emphysema, and had only one electrode. 
Diathermy current was employed and controlled by a 
foot switch; no smoke was produced. The whole 
instrument could be boiled. It had a large coagulating 
electrode at its extremity through which the cutting 
hair was pushed, and by which it was stabilised. 

Stereoscopy might give an idea of the type of the 
adhesion, but would not localise it. At Victoria Park 
the patient was examined on a screen and rotated to 
give an all-round view, and an X ray picture was taken, 
centred over the adhesion to minimise distortion. A 
favourable intercostal space was then chosen on a 
skeleton. The disadvantages of this method were 
that the adhesion might be of an unexpected shape, 
and that it was impossible to tell whether it contained 
lung tissue or not, especially when pleural effusion was 
present. He wished that Dr. Maurer had said more 
about localisation. He was experimenting with an 
instrument by which lipiodol could be injected into 
the adhesion. Oleothorax maintained a permanent 
collapse, and prevented the type of adhesion caused 
by the deposit of fibrin in a costophrenic sinus and 
the drawing together of the two pleural layers. Olive 
oil was used, with an admixture of 5 per cent. of an 
antiseptic called gomenol. The chief indication was 
obliterative pleurisv 

Discussion, 

Mr. TupoR EpDWARDs said that he had used a 
modification of the Jacobus instrument, and had not 
found the difficulties which Dr. Chandler had men- 
tioned. He agreed with Dr. Mamers Insisue.cs on 
dividing the band as close e pleura as Possible 
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and on the necessity for a local anesthetic. At the 
apex, however, it was dangerous to divide very close 
to the pleura as the innominate vein was likely to be 
injured. He was not quite happy about the effect of 
the partial thoracoplasty mentioned by Mr. Morriston 
Davies. The amount of collapse seemed very small 
in comparison with the amount of rib removed. He 
also had been very disappointed with apicolysis and 
had only found it useful where cavities remained at 
the apex after a more or less complete thoracoplasty. 
owing to the thickness of the wall or the softness of 
the lung below. 

Mr. J. EF. H. ROBERTS said that the mixed infection 
empyema originated in the lung, but when it followed 
adhesion and consisted of a simple staphylococcus 
or streptococcus it was often the result of faulty 
asepsis or a contaminated anesthetic. From his 
experience of the technique in other countries he was 
surprised that the incidence of empyema was so low. 

In phrenic avulsion it was possible to tear lymphatic 
vessels in pushing aside tuberculous lymphatic 
glands and to give rise to local effusions in the 
neck. He preferred a two-stage complete thoraco- 
plasty to the partial thoracoplasty advocated by 
Mr. Davies. ‘That immobilisation was very important 
was proved by the results of neurectomy of the inter- 
costal nerves performed by Alexander. In place of 
apicolysis he preferred an operation which he had 
learnt from S.W. Harrington of the Mayo Clinic ; the 
ribs over the cavity were resected subperiostially and 
yauze Was packed in against the mobilised periosteum, 
underneath the skin and overlying muscle. Pressure 
was exerted upon the outside of the lung by the 
collapsed periosteum and maintained by the regenera- 
tion of the rib. This method avoided the use of a 
foreign material. which might give rise to necrosis. 


Reply. 

Dr. MAURER, in reply, said that the main argument 
against the one-puncture method was the general 
impossibility of localising adhesions accurately enough 
to introduce the cautery at right angles to the thoracic 
insertion. The local anzsthetic could not cause a 
mixed empyema ; he had not had one in 400 cases. 

Mr. Morriston DAVIES asked why, if Mr. Roberts 
approvea of the results of immobilisation by 
Alexander's intercostal neurectomy, he should not 
approve of the local thoracoplasty for the local lesion. 
It did the same work and gave still more collapse. 








INFECTIOUS DISEASE IN ENGLAND AND 
WALES DURING THE WEEK ENDED 
FEB. Ist, 1930. 

Nolifications. The following cases of infectious 


disease were notified during the week :—Small-pox, 
354 (last week, 313); scarlet fever, 3035 ; diphtheria, 
2051; enteric fever, 38 ; pneumonia, 1265 ; puerperal 
fever, 58 ; puerperal pyrexia, 98; cerebro-spinal fever, 
15; acute poliomyelitis, 2; acute polio-encephalitis, 1 ; 
encephalitis lethargica, 22; continued fever, 1: 
dysentery. 10; ophthalmia neonatorum, 108. No 
case of cholera. plague or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the 


Metropolitan Asylums Board on Feb. 4tb-5th was as 
follows :—Small-pox, 558 under treatment, 28 under 


observation (last week, 523 and 29 respectively) ; scarlet 
fever, 2371 : diphtheria, 2768 ; enteric fever, 18; measles, 
971: whooping-cough, 106; puerperal fever, 31 (plus 
19 babies); encephalitis lethargica, 121; ‘‘ other diseases,” 
17. At St. Margaret’s Hospital there were 20 babies (plus 
6 mothers) with ophthalmia n “etorum, 


Deaths. In the aggregate of great towns, including 
London, there was no death from small-pox, 3 (0) 
from enteric fever, 48 (24) from measles, 14 (4) from 
scarlet fever, 35 (4) from whooping-cough, 45 (13) 
from diphtheria, (7.,(15) from diarrhoea and enteritis 
under two years py, 57 (7) from influenza. The 
: : : d hy: - 
figures in parent ay those for London itself. 





The fatal cases of enteric fever were reported from West 
Hartlepool 2, Stockport 1. Measles accounted for 8 deaths 
in Manchester, 2 each in Wigan and Sheffield. There were 
8 deaths from diphtheria in Liverpool and five from diar- 
rhcea, Influenza was credited with 6 deaths in Birmingham, 
3 each in Manchester and Leeds. 


The number of stillbirths notified during the week was 
297 (corresponding to a rate of 47 per 1000 births), 
including 41 in London. 


FATAL CASE OF VARIOLA MIZOR LEICESTER, 


As we noted last week, small-pox was mentioned 
as a cause of death in a case assigned to Leicester. 
Dr. C. Killick Millard, medical officer of health, writes : 
* Asthis is the first death from ‘ small-pox ’ in Leicester 
for over a quarter of a century (the last death having 
occurred in June, 1904) it calls for some comment. 
The victim was a weakly baby, bottle fed, the youngest 
of a large family, who was infected by an overlooked 
case in the family within a few days of birth. The 
child was taken ill on Jan. 13th; the eruption 
appeared on the 15th, and the child was admitted to 
hospital, together with its mother and elder brother, 
both suffering from the disease, on the 18th. The 
child was then in an obviously serious condition. 
There was a fairly abundant rash and the child had 
been refusing food and suffering from vomiting and 
diarrhoea for the last few days. It died the day after 
admission. 

** This case illustrates what is now well recognised- 
namely, that variola minor, although ordinarily a non- 
fatal disease, may occasionally, like varicella and 
other non-fatal diseases, prove fatal when it occurs in 
very young infants.” 
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Neto Inbentions. 


BED FOOT-REST. 

THIS is a simple apparatus which will enable a 
patient to be kept in the sitting position whilst in bed. 
Up to the present the means of doing this has been by 
using the ordinary Donkey” which 
has disadvantages. ‘1..+ apparatus illus- 
trated herewith is easily adjustable, and 
is comfortable and inexpensive. It con- 
sists of two slats of wood, one of which 







NT App, ie 
£1474 9 


is placed under the iron frame of the bedstead, and the 
other, to which the foot-piece is fixed, is placed over 
the mattress. These two slats are clamped at each 
end with screw clamps. A _ pillow is then folded 
over the foot -piece. 

Messrs. Allen and Hanburys, Ltd., 


is, Wigmore- 
street, London, W., are the makers. 


HuGu F. EALAND, L.R.C.P. & S. Edin.. 
L.R.F.P.S. Glasg. 


A Roman Catruouic Hosprrat.—tThe sisters of 
Our Lady of Compassion, who established a Nursing Home 
in the Lambeth Ward some 30 years ago, have purchased for 
£30,000 the freehold of the property and intend to rebuild 
the premises and establish a hospital at a total cost, including 
that of purchase, of £100,000, 
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Rebietus and Notices of Books. 


SURGICAL DISEASES OF CHILDREN. 
Third edition. By SAMUEL WALTER KELLEY, 
M.D., LL.D., F.A.C.S., Member, Senior Staff, St. 
Luke’s Hospital, Cleveland, Ohio; Major and 
Brigade Surgeon, U.S. Volunteers. London : 
Henry Kimpton. 1929. 2 vols. Pp. 1374. 63s. 


AMERICAN physicians have devoted much time and 
ink to ‘ pediatrics,’ but it is clear from the preface 
to these two handsome volumes that the surgery of 
childhood has received much less attention. Dr. 
Kelley speaks of his work as a pioneer endeavour 
when the first edition appeared 20 years ago. The 
volumes in their present form are well able to bear 
comparison with any British work on the subject. 
The book has evidently been completely rewritten, 
and 300 new illustrations have been added, so that 
the publishers have justification for their claim that it 
is practically a new book. 

The author takes a wide view, and encourages his 
readers to treat the child and not only the disease. 
In this connexion he devotes space to drugs, feeding, 
and stimulants, and lays emphasis on the general care 
of the patient. Anyone who expects to find striking 
differences between American methods and our own 
will be disappointed. The book conforms in most 
respects to generally accepted teaching on this side 
of the Atlantic; there is nothing startling, but the 
presentation is sane, sound, and well balanced. In 
one or two instances the author is dissatisfied with 
present-day procedure, but even here it seems that 
his own countrymen are offenders no less than our- 
selves. He presents a strong case for more frequent 
operation on depressed fractures of the cranial vault 
in babies (p. 606), and a well-argued and interesting 
plea for immediate decompressive operations when 
intracranial birth hemorrhage has been diagnosed 
(p. 611, et seq.). Lumbar puncture is now the 
approved procedure in America, but Dr. Kelley main- 
tains, with good reason, that though the mortality 
in operated cases is 50 per cent.. “‘ the alternatives are 
so dreadful that this should not deter us”’ from a more 
radical attack when necessary. In England we see 
many older cerebral diplegics, but they very rarely 
find their way to hospital within a few hours of birth. 
The obstetrician and the general practitioner could 
remedy this, and Dr. Kelley looks forward to the time 
‘‘ when professional opinion will demand operation 
in all cases of depressed bone or intracranial hemor- 
rhage in the new-born whenever there are enough 
symptoms to make a diagnosis.” 

Harelip and cleft palate receive full notice, although 
the author is a little vague about the best age for 
operation ; he seems to favour closure of the lip at 
about three months and of the palate at six to nine 
months. He believes that strapping plaster is useful 
as a preliminary to operation on harelip and some of 
his photographs seem to bear this out. Cleft palate 
is closed by lLangenbeck’s operation. Brophy’s 
procedure is thought to carry a high mortality and to 
give bad functional results, whilst Lane’s flap opera- 
tion is scarcely mentioned. In the section on surgical 
tuberculosis the teaching is sound. Non-operative 
treatment of bones and joints is preferred, but under 
certain conditions operation is not only justifiable 
but imperative. The author sometimes uses the 
Paquelin cautery as a counter-irritant in joint tubercle 
and then applies plaster-of-Paris. This seems a 
dangerous proceeding, and not to be commended on 
general principles. Nearly all the sections on ortho- 
pedic subjects are good, both instrumental and 
operative treatment being fully considered. Several 
references are made to gonococcal arthritis, which is 
rare amongst British children, but may be commoner 
in America. Volkmann’s contracture is not particu- 
larly well presented; the condition is important 
enough to be illustrated, and Max Page’s operation 
deserves mention. In considering the abdomen, Dr. 





Kelley makes it clear that appendicitis in children 
brooks no delay, and immediate operation is the 
general rule; colostomy for ‘‘ megacolon’’ may 
sometimes prove sufficient, and, of course, has a much 


lower operative mortality than colectomy. Intus- 
susception is dealt with on standard lines, though the 
author devotes a good deal of space to injection 
methods. Chest surgery is mainly represented by 
empyema, to which 23 of the 35 pages in the chapter 
are devoted. Surgery of the air passages receives 
two chapters, including a valuable article on intuba- 
tion, which is considered with unusual wealth of detail. 

Many of the photographs and diagrams are excellent, 
and it appears that the author is personally responsible 
for most of them. The series photographs, in which 
we see the same condition on four or five separate 
occasions, are particularly interesting. The book is 
admirably printed and produced. 





A COURSE IN Puysics. 
For Medical and Dental Students. By RicHARD 
ABLETT, M.Sc., Lecturer in Physics, University 
of Liverpool. With a foreword by L. R. WILBER- 
FORCE, M.A., Professor of Physics in the University 
of Liverpool. London: Humphrey Milford, 
Oxford University Press. 1930. Pp. 249. 8s. 6d. 


THERE are several well-known volumes containing 
the information on physics necessary for the pre- 
liminary examinationsin medicine and such specialties 
as dentistry and pharmacology, but this is not to say 
that there is no room for such an excellent little text- 
book as the one now before us. It is short, accurate, 
well-produced, and by no means dear. At the same 
time the brevity of the book, which certainly is one 
of its merits, may have been obtained sometimes by 
the sacrifice of a good deal which the student will have 
to know before he can follow the teaching, and some 
of which might have been recalled to his mind. It 
is true that in the preface the author points out that 
the number of university students who intend to 
pursue a medical course, and who before entry had 
no instruction at school in physics, is rapidly 
decreasing, but from the very beginning of the book 
it is clear that Mr. Ablett attributes to his audience 
considerable familiarity with the subject. Given the 
necessary preliminary knowledge needled to make 
reading of the book of practical use, the author may 
be congratulated on having produced a sound and 
valuable treatise. Difficult sections under the general 
heading of electricity are notably clear, and such 
sections can be used as a test, being so often hard of 
comprehension in small manuals. The author's 
claim to be teaching physics throughout as physics, 
while bearing in mind the value of applications to 
and illustrations from medical practice, is substan- 
tiated, and the subject made real and living to the 
medical student, if only he is sufficiently grounded to 
assimilate the teaching—a doubt which will remain 
in our mind. 





CREATINE AND CREATININE. 
Monographs on _ Biochemistry. By ANDREW 
HUNTER, M.A., M.B., F.R.S. Can., Professor of 
Biochemistry in the University of Toronto. 
London : Longmans, Green and Co., Ltd. 
Pp. 281. 14s. 

THESE monographs on biochemistry are among the 
most useful series of publications in modern bio- 
chemical literature, since they make it possible for 
readers to keep pace with the most advanced views 
of this rapidly growing science without having to 
wait for a new edition of some large text-book. The 
monographs not only contain far more detail about 
facts and methods than would be possible in one 
volume, but they are authoritative treatises. Dr. 
Hunter’s contribution to the series is divided roughly 
into two halves, the first four chapters being a com- 
pilation of all known facts, and the last five dealing 
rather more with theories and interpretation. The 





first chapter provides a brief history of creatine and 
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creatinine from the date of Chevreul’s first discovery 
of the former in 1832, ending with some of the con- 
troversies of recent times regarding the structure of 
these substances. The second chapter is a long one 
and deals very fully with the general chemistry and 
the derivatives of creatine and creatinine. Then 
follow various methods of preparing these substances 
from different sources, and methods of quantitative 
determination. Chapter 4 is on the distribution of 
creatine and creatinine in biological substances, and 
includes some comprehensive tables. The next two 
chapters deal with the output, metabolism, and 
origin of creatinine, while the last three are devoted to 
studies of the physiology and origin of creatine, 
creatinuria being the subject of one of them. The 
author deserves congratulation upon the excellent 
bibliography, which is almost as complete as it could 
possibly be, and is the more valuable since nearly 
every reference has been made from the original 
paper. 





PHYSICAL DIAGNOSIS, 


Diseases of the Chest and the Principles of Physical 
Diagnosis. Fourth edition. By GEORGE 
WILLIAM Norris, A.B., M.D., Professor of Clinical 
Medicine in the University of Pennsylvania; and 
Henry R. M. LAnpbts, A.B., M.D., Se.D., Professor 
of Clinical Medicine in the University of Pennsyl- 
vania. London: W. B. Saunders Co., Ltd. 1929. 
Pp. 954. 45s. 

TuIs well-known text-book deals with the physical 
diagnosis of the heart and lungs in health and disease. 
The first 295 pages are devoted to a detailed account 
of the respiratory and circulatory systems in health. 
The teaching of physical signs and methods of 
examination applicable to the normal subject has 
been sadly neglected, though the importance of such 
a study is becoming more and more recognised ; 
the student and practitioner will find a full description 
of modern methods of examination, including a 
chapter on the electrocardiograph from the pen of 
Dr. Edward B. Krumbhaar. X ray examination, 
in our view, is dismissed too briefly as merely a 
control to other methods of diagnosis; important 
as these general methods are, X ray will frequently 
disclose disease which was quite unsuspected, even 
after the most careful examination*by other means. 
In this book are included many excellent skiagrame 
showing various morbid conditions. 

An article by Dr. Louis H. Clerf on the value of the 
bronchoscope in diseases of the bronchi and lungs 
is useful. Whilst describing the many indications for 
bronchoscopic examination, the author points out its 
limitations, and notes that only the larger bronchi 
can be examined by this method. The third and 
fourth parts of the book deal with diseases of the 
intrathoracic viscera, the signs, symptoms, and morbid 
anatomy of the various conditions being fully 
described. To the practitioner and senior student 
interested in intrathoracic disease this work will be 
of great value. 





ZOOLOGICAL SCIENCE IN PERSIA. 
The Zoological Section of the Nuzhatu-l-Qulub 
of Hamdullah Al-Mustaufi Al-Qazwini. Edited, 
translated and annotated by Lieut-Col. J. 
STEPHENSON, C.I.E., M.B., D.Sc., F.R.C.S., I.M.S. 
(ret.), Lecturer in Zoology, Edinburgh University. 
Royal Asiatic Society. Pp. 100. 

THE interest of this very early Persian work, which 
has been translated and annotated with great care by 
Colonel Stephenson, lies in the fact that it is a record 
of the actual state of zoological] science in Persia 
during medieval times. It is a section of a much 
larger work by the same author which was essentially 
a popular dictionary of science, concerned with a 
description of the animals then known and their 
relationship to man. One gathers that the author 
was not himself a scientific observer or field naturalist, 
but rather a compiler of facts already recorded by 
others. The work provides a fairly comprehensive 





~ 


idea of the materia medica of the day, at least so far 
as drugs of animal origin were employed. The short 
description of the characteristics of each animal 
is followed by a list of the medical uses of its various 
organs. 

The diseases coupled with these drugs are even 
more interesting, since many of them are easily 
recognisable, the commonest maladies being the eye- 
troubles associated with arid, tropical climates. 
leprosy, malaria, and tuberculous glands. The 
removal of superfluous hair is a subject which evidently 
attracted considerable attention. A formidable list 
of depilatories are recommended, among which horses’ 
sweat, porcupines’ bile, tortoise and rhinoceros blocd 
and eggs, leeches’ and bats’ dung seem to have been 
popular. An equally long list of medicines reputed 
to cause the growth of hair is given, but it is obvious 
that aphrodisiacs were the primary concern of the 
medicine man of the day and there is hardly an animal 
mentioned whose testicle when ground up and mixed 
with honey was not regarded as a sovereign remedy 
for restoring sexual power to the aged or impotent. 
Cantharides is mentioned as a violent poison, but 
curiously enough its aphrodisiac effect does not appear 
to have been suspected. For the most part the 
remedies recommended are of a magical nature and 
seem to have no_ reasonable foundation. The 
tradition of many of them still lingers in remote parts 
even of this country, and some are still practised—for 
example, the use of cobwebs in staunching the flow 
of blood from a wound. Some of the remedies 
advised must have led to results worse than those 
attributable to the disease. 

The translation of this work will no doubt be of 
considerable interest to oriental scholars and those 
interested in early medical history. The original 
Arabic from which the translation was made is printed 
in full at the end of the book. 


POSSESSION, DEMONIACAL AND OTHER. , 
By T. K. OESTERREICH, Professor at the University 
of Tiibingen. London: Kegan Paul, Trench. 
Tribner and Co., Ltd. 1930. Pp. 400. 21s. 


THIS survey of the history of demoniacal possession 
among primitive races, in the Middle Ages and 
in modern times, discusses also artificial and 
voluntary possession, and, in ranging from _pre- 
historic dates to the present time, takes note of 
manifestations all the world over which seem to fall 
within the scope of the title. The translation is from 
the German, although for certain notes an authorised 
French version has been employed. The book is the 
result of investigations which have been published in 
the Deutsche Psychologie, but the subject matter has 
been considerably extended here since the original 
publication. The copious quotations, in respect of 
which careful bibliographical references are made, are 
responsible for the size of the volume, while in this 
way the literature essential for pursuing any of the 
indicated lines of thought further is brought to notice. 

Prof. Oesterreich quotes the New Testament, 
Lucian, and the Acta Sanctorum in the introductory 
chapter, and goes on to describe the external signs of 
possession, describing a condition when the sufferer’s 
rganism appears to be ‘invaded by a new 
personality. .... as if governed by a strange soul.” 
Once this is granted, the wealth of information in 
respect of the external signs of possession, the sub- 
jective state of the possessed, and the manner and 
methods of exorcism become removed from the 
category of curious narratives to be ranged under that 
of psychological evidence, but, whether or no this is 
the view which Prof. Oesterreich would have us take. 
the ethnological interests of the book remain exactly 
the same. A complete disbelief in the existence of 
such a thing as demoniacal possession would not 
make the collation of stories less informative and 
instructive as evidence of human thinking and 
manners. A particularly interesting chapter is that 
on Shamanism, a designation for artificial and 
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voluntary possession amongst primitive people where 
Mr. and Mrs. C. G. Seligmann, Frobenius, Tremearne, 
and Mariner are freely quoted from. A further 
section treats of voluntary possession as seen among 
higher civilizations, and here there will be found an 
elaborate account of the ritual accompanying the 
delivery of the Delphic Oracles as well as the arguments 
for belief in the veritable existence of the Sibyls. 
Much of the literature, citations from which occupy so 
Jarge a proportion of the author's pages, will be 
familiar to medical men interested in psychology 
and neurological pathology. but a number of passages 
are set out from authors whose scientific views will 
be unknown to most readers. 

The human race is certainly seen in a fantastic 
light in the discussion of the relationship of possession 
tothe manifestations of spiritualism, or the phenomena 
of hysteria, and in many places Prof. Oesterreich points 
to paths of research which might be followed. 


EVOLUTION OF THE EARTH AND MAN. 


By Twelve Authors. Edited by Prof. G. A. 
BAITSELL. New Haven: Yale University Press. 
1929. Pp. 476. With 83 figures. 22s. 6d. 


THE scope of this book is well indicated by its title— 
it is an account of the origin and progress of the earth 
and of those that dwell therein. Written by 12 
different authors, it naturally lacks the coherence of a 
well-ordered tale. but between them the chapters seem 
to cover most of the ground, and each one by itself 
has the advantage of an expert’s knowledge and experi- 
ence. There is a certain amount of jargon, for instance, 
the ‘“‘ heavings of the earth’s broad breast ’’ which 
Prof. Lull brings into his account of vertebrate evolu- 
tion; the frontispiece, too, is more fit for the movies 
and may give a wrong idea about a serious and very 
readable book. As the Laureate has lately reminded 
us. his evolutionary connexion with animals is the 
most significant fact about man in all his aspects and 
relationships. It is therefore impossible to pick out 
any of the chapters as having a particular importance 
for modern medicine ; they are all germane. Immed- 
iately, perhaps, Prof. Huntington’s summary of his 
conclusions about the bearing of climate on human 
‘life has the greatest hygienic interest, and it is cer- 
tainly cheering to read once more that ‘‘ there is no 
climate which exeels that of south-eastern England in 
its healthfulness and its stimulus to vigorous 
physical work, hard study, and creative mental 
activity.’ Londoners evidently have something to 
‘live up to. 





‘PUBLIC HEALTH AND HYGIENE, 
A Student’s Manual. By CHARLES FREDERICK 
BoLpvuAN, M.D., Director, Bureau of Health Educa- 
tion, Department of Health, City of New York. 
London : W. B. Saunders Co., Ltd. 1929. Pp. 312. 
12s. 6d. 

THIS manual endeavours to cover in relatively smal] 
space the whole range of public health activity. It 
is divided into five sections, dealing with general intro- 
ductory considerations, important communicable 
diseases, other important preventable diseases and 
conditions, community hygiene, and prevalence of 
disease. The book contains a mass of detail, but little 
balanced assessment of the value of the various lines 
of procedure or the theories on which they are based. 
The terminology is needlessly unscientific for a book 
intended for medical students, and such important 
problems as immunity are dealt with in rather a 
scrappy way. Vitamin D is not mentioned in con- 
nexion with rickets. The chapter on food poisoning 
gives the wrong impression that food containing the 
bacteria or toxins responsible for such poisoning 


is almost always offensive in taste or smell; 
the view expressed that B. paratyphosus is 
sometimes responsible for food poisoning is now 


discredited; B. aertrycke is not here mentioned in 
this connexion. The book is copiously illustrated. On 
the whole, the illustrations are well produced and apt, 





though some of them, notably Fig. 100, with its 
caption ‘‘ Gardez l’eau,”’ are not of great value. If 
the author had been a little less ambitious his book 
might have been useful for the training of nurses and 
other non-medical workers ; it is not very suitable for 
medical students. 





MAMMALIAN PHYSIOLOGY. 

\ Course of Practical Exercises. Second edition. 
By E. G. T. LippELL, D.M., Fellow of Trinity 
College, Oxon. :; and Sir CHARLES SHERRINGTON, 
O.M., M.D., D.Sc. Cantab., F.R.S., Waynflete Pro- 
fessor of Physiology in the University of Oxford. 
Oxford: At the Clarendon Press: London: 
Humphrey Milford. 1929. Pp. 162. 15s. 

THE merits of the course on Mammalian Physiology 
by Prof. Sherrington have long been gratefully 
recognised by all who have worked on this subject, and 
we welcome a second edition of this classical work. 
The wealth of detail supplied on those points of 
technique which are necessary for the success of the 
experiments are likely to reduce to a minimum the 
chances of failure. Prof. Sherrington has made 
possible the application to classwork of an instructive 
and stimulating series of experiments which had been 
undertaken for the most part by experts and research 
workers. The second enlarged edition of the book 
has been compiled with the help of Dr. E. G. T. 
Liddell. who has worked with Prof. Sherrington for 
some years. It retains its original scope: the conduct 
of each experiment illustrating a physiological 
principle is given as an exercise, and each exercise is 
supplemented by a series of interesting and suggestive 
observations. including references. New exercises 
in this edition are those on the decerebrate knee-jerk. 
the inhibitory action of the cerebellar cortex, tetanus 
and immunity, and Prof. J. Mellanby’s method of 
preparing secretin has been given in the exercise 
illustrating its action. The diagrams of apparatus and 
dissections are admirable. 


THREE PLAYS: 

The Switchback ; The Pardoner’s Tale : The Sunlit 

Sonata. By JAMES BRIDIE. London: Constable 

and Co., Ltd. 1930. Pp. 156. 7s. td. 

HERE we hate three plays, called respectively a 
comedy, a morality, and a farce-morality, bound in 
one volume. ‘** The Pardoner’s Tale” is. of course. 
an adaptation from Chaucer. The scene is laid in 
Scotland, in the eighteenth century, the characters 


being described as ‘* three second-rate bucks.’ and 
the narration of the three murders which ends 
their carousals is a clever performance, which. 


however, seems to us to fail, despite the author’s 
intention, to give an impression of utter horror. 
This macabre piece has not been staged, but ‘* The 
Sunlit Sonata” has been played by the Scottish 
National Players in Glasgow. This is a bitter and 
brilliant indictment of many attitudes, convictions. 
and persons, and if the farcical side overshadows the 
moral side, probably this has been the writer's design. 
From the accurate description of the characters. 
especially where the Deadly Sins are introduced in 
appropriate costume, he will have drawn his inspiration 
for the dialogue. The outstanding feature in these 
two pieces is their originality, but in ** The Switch- 
back” we have really subtle character drawing. 
humour, and sense of drama. It is this play, which 
was produced last year at the Birmingham Repertory 
theatre. which has brought the volume to our notice. 
for here the medical situations supply the main 
arguments in this story. That story is neither very 
nice nor very probable, but the various characters tell 
it with force and humour, though the main exponent 
of the comic side of things as they occur fails cccasion- 
ally to be comic when her attempts are most vigorous. 
Medical men familiar with the muddle in which the 
novelist or dramatist generally finds himself when 


dealing with professional problems will not be sur- 


prised to learn, on the evidence of this play, that the 
author is a doctor who is writing under a pseudonym. 
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DIET AND THE TEETH. 


For the last 12 years Mrs. May MELLANBY has 
devoted herself to a study of the effect of various 
kinds of diet on the development and structure of 
the teeth, and especially upon their liability to 
disease. This work, begun at the field laboratories 
in Cambridge, has been continued since 1921 at the 
University Field Laboratory in Sheffield, which was 
equipped by a donation of £1000 from local insurance 
funds—an example of imaginative expenditure on 
the part of panel practitioners whose reward has been 
immediate. Throughout this time Mrs. MELLANBY 
has published a number of papers dealing with 
Various aspects of this field research, and has suc- 
ceeded in producing convincing evidence that the 
teeth are peculiarly sensitive to the presence (or 
absence) in the diet of specific food factors which 
determine not only the perfection of dental structure, 
but also the resistance to influences which initiate 
decay. Every step in her argument has been taken 
after exhaustive investigation, and the protocols of 
her experiments, as far as they deal with the structure 
of teeth in dogs, are now issued, in a lavishly illustrated 
report, by the Medical Research Council.’ Fortu- 
nately the results lend themselves to summary. 

The development in dogs of perfect teeth, Mrs. 
MELLANBY writes, can be ensured by an adequate 
supply of vitamin D, either as found in natural 
foods—e.g., egg-yolk, milk, suet, cod-liver oil—or as 
artificially produced in foods by irradiation of their 
ergosterol content or even by irradiation of the 
animal’s skin. Proteins, carbohydrates, and most 
vegetable fats and foods such as cereals, oranges, and 
egg-white have no calcifying powers. Lard and 
bacon fat are usually deficient in vitamin D but vary, 
probably with the diet of the animal from which they 
are obtained. If the diet of a puppy is changed 
from one poor in fat-soluble vitamins to one rich in 
these substances there is an immediate response 
shown by improved calcification. When the process 
is reversed the response is delayed for a compara- 
tively long period. An increase in the cereal intake 
has a deleterious effect on calcification apart alto- 
vether from its effect on the rate of growth. This 
effect is only marked when there is a certain defi- 
ciency of vitamin D, and it can be entirely overcome 
by a sufficiency of this vitamin in the diet. Cereals 
differ greatly in their anticalcifying effect on the 


teeth. Of those tested, oatmeal had the most effect, 
white flour the least; intermediate between these 
came maize (next to oatmeal), then barley, rye, 


whole-meal flour, and rice (polished and unpolished), 
the last corresponding closely to white flour. Wheat 
and maize germs were also found to have a deleterious 
effect on calcification. Mrs. MELLANBY has failed to 
associate the anticalcifying effect of cereals with any 
one known constituent of food such as (1) the absolute 


’ Diet and the Teeth: an Experimental Study. Part I.: 
Dental Structure in Dogs. By May Mellanby. Medical 
Research Council, Special Report Series. No. 140. H.M. 
stationery Office. 1929. 17s, 6d, 





or relative amounts of calcium and phosphorus, or 
(2) the carbohy 'ate, fat, or protein, or (3) the acid- 
base ratio of tl ral substances. Her evidence 
suggests that the ~ is a chemical entity of unknown 
composition in cei ‘als, and especially in oatmeal and 
wheat germ, which actively interferes with the normal 
development of the teeth. Further, for the produc- 
tion of perfect teeth the diet must contain some 
calcium and phosphorus. If the diet is rich in 
vitamin D the amount necessary to produce such teeth 
may be very small; if the vitamin intake is very 
low, then extra calcium may effect some improvement 
in the structures. When butter is the source of 
calcifying vitamin in the diet, the calcium intake 
assumes a still more important role; without vita- 
min D perfect calcification will not take place however 
much calcium and phosphorus is given in the diet. 
She therefore deprecates the use of the expression 
“optimum amount” of calcium. Exercise plays 
little or no part in the development of the teeth in 
dogs. Exposure to sunlight, however, may result 
in the formation of good teeth with diets which would 
otherwise produce somewhat defectively calcified 
teeth. Proper maternal feeding is of great importance 
in the production of good teeth in the developing 
offspring ; poorly calcified deciduous teeth can be 
produced in the litter by feeding the mother on a 
diet deficient in vitamin D. Nevertheless the defects 
so produced are less marked than those found in the 
permanent teeth when the puppy itself is fed on 
the same diet, owing no doubt to the sacrifice by the 
maternal organism of her own store of essential 
substances. 

These are the conclusions drawn from the study of 
dogs at the Shettield Field Laboratory. They relate 
only to dogs, but if, Mrs. MELLANBY adds, the experi- 
ments described have any significance for the human 
subject, it would seem likely that the ordinary diet, 
especially of the poorer classes, in this country will 
tend to produce imperfect teeth, since vitamin D is 
either absent from or deficient in bread, rice, oatmeal, 
barley, sugar, fruits, jam, most vegetables, lean meat 
of various descriptions, and white fish, articles of diet 
which form the bulk of the food eaten. The justice of 
this reasoning from dog to man has been repeatedly 
challenged by those who hold the view that oral 
hygiene is the secret of the prevention of dental decay, 
and that the interaction of food and bacteria in the 
mouth is the most important factor determining the 
decay of teeth, but the results considered as a whole 
fall into line exactly with those obtained by Prof. E. 
MELLANBY in his work on the calcification of bone in 
young animals. The remaining parts of the report 
which are yet to come will deal with the application 
to the teeth of other animals, including man, of the 
principles established in the case of the dog. The 
arena will then be set out for a clash of arms on one of 
the most vital socio-medical problems of our time. 
Meanwhile everyone must be grateful to Mrs. 
MELLANBY for so clear a presentation of a complicated 
problem. 
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WHEN CONDUCT IS INFAMOUS. 

WHEN dismissing an appeal a few weeks ago Lord 
Justice SCRUTTON remarked that it was a pity that the 
words “infamous conduct” occurred in Section 29 
of the Medical Act of 1858 as a ground for removing a 
practitioner's name from the Medical Register. What 
the statute meant, said Lord Justice Scrurroy, 
was serious misconduct in a professional respeet—that 
is to say, viewed in the light of the rules governing the 
profession. Towards some such paraphrase, indeed, 
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there has been a demonstrable tendency in recent 
years. The apothecaries, in their Act of 1874, copied 
the “infamous conduct” of the Medical Act, but in 
1878 the Dentists Act significantly expanded the 
phrase to **infamous or disgraceful conduct in a pro- 
fessional respect.” Soon afterwards the Veterinary 
Surgeons Act dropped the “infamous” and was 
content with the epithet ** disgraceful.” The present 
Architects (Registration) Bill, still awaiting its chance 
of becoming law, follows the veterinary surgeons’ 
precedent with “any conduct disgraceful to him 
in a professional respect.” This slightly modifies the 
similar Bill of 1927, which proposed to remove an 
architect's name from the register on conviction for 
felony or misdemeanour or on his being judged by 
the discipline committee after due inquiry to have 
‘conducted himself in a manner derogatory to his 
professional character.” The Engineers Bill a few 
years ago spoke of “conviction of any henious 
offence and * unprofessional conduct of a serious 
nature.’ These examples show the tendency to 
approximate to such language as Lord Justice 
ScruTTON has used and to abandon the obsolete 
implications of infamy. 

What, after all, is infamous conduct ?) The history 
of past centuries gives the answer. Certain crimes 
were technically infamous—treason, forgery, perjury, 
and all offences involving the charge of falsehood. 
Conviction for these crimes disabled a man from being 
a witness or a juror. A man who thus became 
infamous was not merely discredited as a witness ; 
he could not give evidence at all, though a pardon 
could restore his credit and capacity again. Research 
into these matters takes us back to the Middle Ages. 
Conviction and judgment in cases of barratry and 
premunire, we are told, also led to infamy. In 
addition conduct might be infamous if it caused 
a man to be put in the pillory or whipped. Technical 
distinctions were subtle. At common law the pillory 
meant infamy, but the civil or canon law took no 
account of the pillory unless the offence itself was 
infamous, so that a man could be a good witness to 
a will in an ecclesiastical court provided that the 
eonduct for which he was pilloried was not infamous 
according to ecclesiastical ideas. Moreover, if the 
accused could claim benefit of clergy, accompanied by 
burning in the hand under the statute of 18 Elizabeth, 
he escaped the disability of infamy. These anachron- 
isms disappeared about a century ago. Benefit of 
clergy was abolished in 1827 ; the pillory was abolished 
for all offences except perjury in 1816 and for perjury 
itself in 1837. In 1828 punishment for felony, once 
it had been endured, was given the effect of a pardon 
under the great seal, and punishment for any mis- 
demeanour except perjury, once endured, ceased to 
render a man an incompetent witness ; these two 
provisions almost put an end to infamy. Finally, in 
1843, Parliament formally enacted that crime should 
no longer incapacitate anyone from giving evidence. 

These historical details reveal the language of 
Section 29 of the Medical Act to be some 100 years 
out of date. Infamous conduct—the conduct that 
involves infamy—has now no legal significance ; 
its popular meaning is elastic; its interpretation 
is invidious. To modernise the language by a direct 
ad hoc amendment of the Medical Act (to give effect 
to Lord Justice SCRUTTON’s paraphrase) might stir 
up unprofitable controversies. A rewriting of the 
Medical Acts in consolidated form (a process now 
being applied to the Solicitors Acts) would offer a 
better opportunity. Meanwhile it may be remembered 
that, although ‘infamous conduct *’ was inserted in 
Section 29 in the public interest, it does not fall to the 





public to interpret the words. Medical practitioners 
are not in serious doubt as to the conduct to which the 
words refer, for everyone whose name is placed upon 
the Register knows what is expeeted of him. 
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DIABETES IN CHILDHOOD. 


BerORE insulin came into use juvenile diabetes 
was universally regarded as a hopeless disease, in 
which no line of treatment could do more than post- 
pone for a year or two the onset of coma. E. P. 
JosLin, who had treated 169 children between 1914 
and 1922, found only one-third of this number alive 
at the end of the period. The statistics of the Mayo 
Clinie illustrate how completely insulin has altered 
the prognosis, for out of 164 cases treated in the 
clinic since 1923, 147 were alive in 1928. Nevertheless, 
a case mortality as low as even 10 per cent. in such 
a series leaves room for improvement, and F, N, 
ALLAN and R. M. WiLper,! in analysing these statis- 
tics, have ascertained as far as possible the cause 
of death in each of the remaining 17 cases. Their 
findings are instructive. Most of the patients came 
to the clinic from a distance, afterwards returning 
to their own medical attendants, and only one of them, 
a child admitted moribund in diabetic coma, died 
actually in the clinic. In eight of the remainder 
insulin either was not used or was suspended owing 
to ignorance or prejudice on the part of the relatives 
or doctor; and in four more the disease was allowed 
to get out of control. Two patients died of inter- 
current infectious diseases (encephalitis and influenza), 
one child proved resistant to insulin, even in large 
doses, and in the remaining case coma was not recog- 
nised at first (owing to defective Benedict's solution), 
and fatal hypoglye#mia followed the use of too 
heroic doses of insulin. It is evident from these 
figures that in the future, as prejudice is overcome 
and the value of insulin becomes universally recog- 
nised, the immediate mortality in juvenile diabetes 
should be limited to those rare cases in which insulin, 
even in enormous doses, has no effect on the blood- 
sugar. Whether insulin will have any effect in 
reducing the incidence of later complications, such as 
gangrene and cataract, time alone can show. Mean- 
while the lesson furnished by the Rochester statistics 
should be learnt. Every diabetie child should be 
treated with insulin and should be regarded as a 
potentially severe case, even if the response to treat- 
ment is immediate. A diet adequate in caloric 
requirements and containing sufficient protein, acces- 
sory food factors, and minerals to allow normal 
growth, is of course necessary, and the balance 
between diet and insulin must be varied from time 
to time as circumstances demand. Ketosis and the 
conditions which favour its appearance must be 
watched for vigilantly and treated promptly and 
thoroughly. Many lives would be saved if it were 
more widely known that abdominal pain and vomiting 
are amongst the commonest and earliest symptoms 
which usher in diabetic coma. If the diagnosis of 
coma is delayed until the patient is unconscious the 
most energetic treatment may not infrequently fail 
to save life. An infectious illness in the diabetic 
child should never be treated lightly. Not only is 
the carbohydrate tolerance depressed in many cases 
by the toxzemia, but the child loses its appetite and is 
prone to develop a starvation ketosis which very 
easily merges into diabetic coma. Confronted by 
such circumstances many practitioners, fearing hypo- 


' Jour. Amer. Med. Assoc., Jan. 18th, p. 147. 
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glyeemia, reduce or suspend the insulin; but if 
coma is to be avoided the need for insulin is never 
more imperative than at these crises. Most physicians 
will agree with F. N. ALLAN’s statement that * the 
need for insulin during sickness, even when no food 
is taken, is something that everyone should know.” 
It is, however, inexcusable to allow any diabetic 
patient to starve during an intercurrent illness. The 
vlucose equivalent of the diet can, and should always, 
be given in some easily digested form such as sugar, 
orange-juice, or milk. The insulin can then be 
increased if necessary, and the risk of hypoglycemia 
and starvation ketosis can be ignored. 





Annotations. 





“Ne quid nimis.” 


WILLIAM ERNEST HEMPSON. | 


THe death of Mr. William Ernest Hempson. Who | 
as solicitor to the Medical Defence Union and later 
to the British Medical Association was brought 
for nearly forty years into close association with the 
medical profession, will be learned with regret by 
a large number of our readers. He was a Suffolk 
man, and received his education at Ipswich Grammer 
School before admission as a solicitor in 1880. He made 
a fortunate start in his calling by early association 
with the well-known firm of Freshfields, but some 
forty years ago he made an independent start and 
founded the firm now represented by Messrs. Oswald 
Hempson and Colin Oliver, of which he was senior 
partner at the time of his death. The number of 
difficult and delicate situations which were placed 
before Hempson was very large during his long period 
of official work, and it was generally admitted that 
his advice was sound, while his intimate acquaintance 
with regrettable circumstances involving doctors 
brought with it no cynicism, but only a keen desire 
to alter the professional factors which seemed at 
fault. In 1928 he relinquished the personal appoint - 
ment of solicitor to the British Medical Association. 
and his firm was appointed in his place, while in 
recognition of his many years of work he was «lected 
an honorary member of the Association. He served 
our calling well, and while the public nature of his 
duties secured him high respect. there are many ! 
individual doctors who will mourn his loss as a friend 
to whom they had reason to be grateful. 


PERFORATING INJURIES OF THE EYEBALL. 


IN his Hunterian lecture delivered before the 
foval College of Surgeons of England on Feb. 5th, 
Prof. J. Herbert Fisher strongly advocatéd the 
removal of magnetisable foreign bodies from the eye- 
ball by the scleral route, in preference to the more 
recent method of drawing them into the anterior 
chamber by means of a giant magnet. With the latter 
procedure there is considerable risk to both the ciliary 
body and the lens of injury inflicted by the foreign 
body during its passage from behind forwards. and, 
as is well known to ophthalmic surgeons, the ultimate 





results to vision, when this method is adopted, are 
not good in the majority of cases. On the other hand. 
there are two sources of danger which have prevented 
many surgeons from adopting the method of scleral 
incision. One is the danger of sepsis. and the other 
the danger of detached retina which is liable to follow 
any considerable loss of vitreous. With regard to 
sepsis, Prof. Fisher pointed out a possible source of 
infection that is apt to be overlooked. Even where 
the lacrymal sac has been successfully removed and 
it is believed that any possible danger of pneumococcic | 
infection from a lacrymal mucocele has been averted, | 
it is still pessible for pneumococci to lie hidden in 


| eventually be applied in practice. 2: 


the canaliculi, unless these channels have been 
cauterised. In one case in which the pathologist 
had reported the ocular conjunctiva bacteria-free, 
this had happened with disastrous results. There- 
fore Prof. Fisher emphasised the wisdom of always 
completing the operation of excision of the sac by 
cauterisation of the canaliculi. With regard to the 
danger of vitreous loss, Prof. Fisher advises insertion 
of sutures on each side of the line where it is proposed 
to make the scleral incision before the actual incision 
is made, so that after the extraction of the foreign 
body the wound may be closed with the least possible 
delay. With this precaution the amount of vitreous 
lost will in all probability be small and even if a 
limited detachment of the retina does ensue the 
prognosis is good, contrasting strongly with the bad 
prognosis inherent to cases of detachment occurring 
in eyes previously diseased or myopic. Two cases 
were cited illustrating this point. where reattachment 
of the retina took place within a comparatively short 
time, and full vision was retained. A caution was 
uttered by Prof. Fisher on the nece ssity of correct inter- 
pretation of the XN ray skiagrams which are taken 
with the object of localising the exact position of a 
foreign body within the eyeball. At one time. even 
at Moorfields. charts were in use from which it was 
possible to draw fallacious conclusions in some cases 
as to whether a foreign body was within or without the 
sc/eralcoat.and an instance was given in which. if the 
old chart had been relied on. it would have been 
concluded that a foreign particle was situated within 
the eyeball. whereas it was actually Iving on the 
external surface of the sclera whence it was removed 
without) any difficulty. Prof. Fisher further 
contrasted the sequel of particles of glass remaining 
within the eyeball, which may be harmless except 
so far as their mechanical effects go, with the inevit- 
able effects of iron particles causing siderosis and the 
still more disastrous result of retained particles of 
copper which lead inexorably to the destruction of 
the eye. Finally, he referred to the phenomenon 
of cystic formations of the iris or anterior chambet 
sometimes caused by perforating wounds which involve 
the corneal epithelium in their treck,. 


THE TEACHING OF PREVENTIVE MEDICINE. 


Ir has been said that the medical profession, like 
the phoenix, is destined to destroy itself in a fire of 
its own building ; its culminating achievement will be 
the abolition of disease, and with it the practice of 
medicine as a means of livelihood. Although this 
magnificent end is still remote, there is nowadays a 
steady supply of contributions to the funeral pyre. 
and in this category we may place a book! lately 
received from the United States. At Harvard 
University it was felt, we are told, that the regular 
course in preventiv+ medicine was bound by the 
limited time available to confine itself to the question 
of the protection of the community es a whole, and 
that little was taught coneceining the protection of 
the individual. The same probably applies with 
equal force to the teaching at most English Univer- 
sities. The student’s curriculum-—the diminutive is 
hardly appropriate at the present time — was considered 
already sufficiently full to make a further addition 
undesirable. For the last four vears the policy has 
therefore been adopted of inspiring the teaching 
throughout the course with the spirit of preventive 
medicine. In this way not only are glimpses given 
from the first of the way in which the material can 
dso the teaching 
is made more interesting, but also throughout his 
whole training the student is imbucd with the idea of 
the prevention of disease. Each section is written 
by the teacher of a particular subject. and sets out 
the points in prophylaxis that can appropriately be 
introduced into the lectures. For example. while 
teaching the anatomy of the perineal muscles one 


> Synopsis of the Practice of Preventive Medicine. Harvard 
University Press. 
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could stress the importance of their proper repair 
after birth injuries, and the results that may follow 
neglect. In a volume of small size it is clearly 
impossible, nor is it intended, to enter in detail into 
the technique of the measures that are mentioned. 
The essential object is to put forward the underlying 
principle, and to illustrate the way in which it may 
be carried out in the ordinary way of teaching. 
Twenty special subjects are dealt with—an indication 
in itself of how subdivided the curriculum has become. 
The sections devoted to medicine and bacteriology 
are naturally the longest, for these subjects are most 
rich in opportunity for the indication of prophylactic 
measures. The section of surgery includes sub- 
divisions dealing with types of anesthetic, and points 
in the pre-operative preparation of patients. The 
book is definitely written as an experiment, and this, 
the first edition, is interleaved with blank pages for 
the insertion of additions and suggestions. The 
subject matter is very comprehensive and in every 
way concise and informative, so that practitioners 
will find much of interest ; but in particular it should 
be read by all who are interested in the teaching of 
students, because of the original point of view and 
principle that underlies its production. In _ these 
days of specialisation, subjects tend to become 
multiplied, and teaching consequently becomes 
divided into separate compartments. Those who 
instruct in special subjects are naturally absorbed 
in them, and so are apt to lose sight of the relationship 
of their specialty to the practice of medicine as a 
whole. This book marks a definite step in the 
opposite direction, and an attempt to remedy the 
defects in the medical curriculum produced by 
over-specialisation. 


THE ADAPTIVE BEHAVIOUR OF BODO. 


Ir is well known that races of bacteria more than 
usually resistant to a disinfectant may be obtained 
by cultivating them in dilute solutions of the poisonous 
substance ; that the heat resistance of a bacterium 
may be increased by breeding from those which 
sulvive a heating which kills the majority; that a 
dose of an arsenical given to a@ mouse infected with 
trypansomes may lead to the appearance of a race of 
parasite which is immune to the drug; and that 
organisms of the typhoid-coli group may “ learn ”’ 
to ferment dulcite or lactose by continually ‘growing 
in the presence of these substances. The fact of the 
occurrence of these resistant races, and the facile 
rapidity with which they may arise are, of course, 
of the highest practical moment. They would also 
be of great importance in general biological theory 
if their interpretation were more certain than it is. 
On their face value the phenomena look like examples 
of the direct purposive adaptation which so many 
biologists have believed in, but which has been so 
difficult to prove, at any rate to the satisfaction of 
those whose mental temperament is adverse to such 
an explanation. And it has always been just possible 
that they illustrate nothing more than progressive 
selection. Among the enormous numbers of which 
an ordinary bacterial population is composed, extreme 
variants may be expected to occur, and if an ordinary 
broth culture of the typhoid bacillus included one 
individual which could eat dulcite it is easy to believe 
that it would be impossible to make its presence 
manifest until it and its descendants had been 
differentially encouraged by a suitable medium. 
The ‘‘ arsenic-fast ’’ strains of trypanosomes may well 
arise in the same way. But it is more difficult to 
accept this way of looking at the results of the experi- 
ments with disinfectants, and especially those with 
heat ; the possibility of growtb after a certain amount 
of heating may be taken to indicate the heat resistance 
of the most resistant individual of the original strain, 
and any considerable increase of resistance in the 
descendants of these survivors is not easy to explain 
by simple selection. Both technically and theoretically, 
however, the subject is full of difficulties, and we 
welcome the contribution to it made by Dr. Muriel 





Robertson in the last number of Parasitology (vol. xxi.. 
p. 375), in her study of the reaction of a free-living 
flagellate protozoon, called Bodo, to acriflavine. 
Bodo multiplies by simple fission, and its life-history 
is not complicated by conjugation or anything like 
a sexual process: systematically it is related to the 
trypanosomes. It grows well in pure culture on 
artificial media, and normal strains occasionally just 
survive in a concentration of acriflavine as high as 
1/5000, though their resistance is usually less. By 
the progressive subcultivation of the survivors in 
such experiments, a strain has been obtained which 
will grow well and continuously in 1/1500 acriflavine, 
though it cannot survive in 1/1000. If sucha resistant 
strain is cultivated on normal media containing no 
acriflavine its resistance falls slightly and slowly ; 
it remains far above the normal level for at any rate 
many months. It seems clear that a_ heritable 
modification has been impressed upon the animal, and 
that the modification is in respect of the feature in 
the environment which has caused it. Since abundant 
cultures of bodo can be obtained without much 
difficulty from single individuals, it is hardly possible 
to believe that the resistance finally achieved was 
already present even in one of the original untreated 
population, with which many concordant experiments 
were made. Dr. Robertson points out, too, that a 
culture in a concentration on the border of the lethal 
limit cannot, as a rule, be subcultivated into the same 
concentration in the early days of the experiment. 
while it can be continued into the drug at a later 
period in the evolution of the survivors. Such a 
result is unintelligible on the hypothesis of simple 
selection ; it is completely in harmony with the idea 
of progressive adaptation with which Dr. Robertson 
herself is in sympathy—-as she may well be in 
Lamarck’s centenary year. Acriflavine produces also 
a curious morphological change in bodo, which in the 
presence of the drug loses the chromatinic granule at 
the base of the flagella, known as the parabasal body. 
This occurs in a proportion of the population (never 
more than about three-quarters), which depends on 
the concentration of acriflavine and the resistance 
of the strain of bodo; a concentration of the 
drug which produces the maximal number of apara- 
basal individuals in a normal strain produces hardly 
any in a resistant strain. The proportion of altered 
bodo is therefore an anatomical measure of resistance 
to acriflavine. Arsenic-fast trypanosomes are changed 
in the same way, which affords an elegant control on 
the survival experiments to which alone bacteria 
can be subjected. 


MORPHINE AND RENAL FUNCTION. 


IT has long been taught that morphine should be 
used with caution in nephritis, and Burney Yeo, 
speaking of its value in controlling uremic convul- 
sions, advised sparing administration, lest ‘‘ the 
restlessness of uremia be relieved by the repose of 
death.” The work of Sisk and Beyer, however. 
went to show that in therapeutic doses morphine 
has no deleterious effect on the kidney, and R. S. 
Ackerly, who quotes them, is able to support 
this opinion from experience of 177 cases of acute and 
chronic morphia poisoning. In three of these, he 
says, there were signs and symptoms of nephritis, 
with abnormal urinary constituents. The remaining 
174, who had no symptoms, included 21 with some 
abnormal constituent in the urine. Of these, four 
showed albumin, casts, and red blood-cells; 11 
albumin and casts; two albumin and red blood- 
cells; three a trace of albumin only ; and one red and 
white blood-cells. None of these patients had a high 
blood pressure or oedema. Eleven of them showed 
some other condition besides morphine poisoning : 
two were heavy drinkers, one had a stone in the 
kidney, four had glycosuria. two syphilis, one 
gonorrhcea, and one optic neuritis with petechial 
hemorrhages into the skin. In no case could it be 


* Jour. Amer. Med. Assoc., Jan. 11th, p. 79. 
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said with certainty that the presence of abnormal 
urinary constituents was due to morphine, and in 
all of them the amount of morphine taken was greatly 
in excess of therapeutic doses. Ackerly advises that 
“morphine should therefore be used whenever 
indicated without fear of renal complications secondary 
to its use.”’” The experiments of Haines and Milliken 
in 1925, he says, showed that renal function is improved 
by morphine and atropine in the usual doses, and 
that morphine given with ether prevents the inhibi- 
tion of function produced by ether alone. 


STATE BACTERIOLOGY IN CZECHO-SLOVAKIA 

SCIENTIFIC work suffered a severe setback in Central 
Europe during the late war, and in Czecho-Slovakia one 
of the first tasks of the new Republic was to establish 
a State Institute of Hygiene, to be associated with the 
University of Prague. In 1920 the Rockefelle1 


Foundation offered assistance and advice, and plans |. 


for the new buildings were prepared ; the late Prof. 
Pavel Kucera became the first Director. The work 
was to include the production of sera and vaccines, 
which had hitherto always been imported, and in 1923, 
though the buildings designed for this section were 
still incomplete, it was decided that a provisional 
department should begin work in some laboratories 
lent by the Institute of Pathology of the University. 
The experimental animals were quartered in some old 
farm buildings on the site of the new Institute. 
During the next two years the members of this 
section began to prepare vaccines, to form reserves, 
and to instruct municipal workers. In the autumn 
of 1925 the new buildings being complete. the depart- 
ment was transferred to them, and the final stages of 
pioduction—filtering and packing—were begun. Fight 
months later the first products were on the market, 
and by the end of 1926 the department was fully 
established. Since 1927 the activities of the depart- 
ment have proceeded according to plan, and we learn 
from the first number of its journal’! they have 
included the manufacture and distribution of sera 
and vaccines, and the publication of propaganda on 
prophylaxis by vaccines and serum immunisation. 
The demand for the products of the Institute has 
steadily increased, and additions to the staff have been 
found necessary to meet it, so that from four workeis 
in 1923 the number has now grown to 42. — In spite 
of the continual claims of routine work, time has been 
found for research, and one part of the staff is engaged 
in trying to solve such practical problems in serology 
as are presented to them. The Institute consists of 
a two-storied building, designed to keep aseptic and 
infective work entirely separate ; it is equipped with 
suitable cold-chambers and_ steriliseis of modern 
design, and all noisy apparatus is installed in the 
basement. The laboratories are excellent, and the 
building is of a size sufficient for the work undertaken, 
but without useless space. Special ‘‘ boxes ’’ made 
of iron, with glass windows, and supplied with filtered 
air, are used for important work such as the production 
of vaccines and the inoculation of cultures. The 
farm is 30 kilometres from, the Institute, among 
wooded surroundings : the delays resulting from this 
isolation are reduced as much as possible by means of 
the telephone and motor-car, and the excellent health 
of the animals is thought to counterbalance other 
disadvantages. The quarters at the farm are kept 
clean and well ventilated. and the horses can be 
turned out to grass when necessary. The staff, 
including a veterinary surgeon, are accommodated 
on the premises. Preparation of doses of antigen is 
performed on the farm in a special laboratory, and 
« chamber is reserved for injections which are carried 
out by means of an electric pump. Sterilisation of 
the finished sera is followed by experiments to test 
their strength, and by standardisation : in the case 
of antidiphtheritic and antitetanic serum inter- 
national units are employed. Tests of sterility are 


1 Les Travaux de l'Institut d’Hygiéne Publique de I’Etat de 
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made before and after filling bottles or ampoules, 
and a written report of all tests is submitted to the 
chief of the section, who adds his signature to this 
report only when he has examined it personally. No 
product is packed until this signature has been added. 
The sera and vaccines prepared are all those in common 
use, such as antidiphtheritic, antitetanic, anti- 
streptococcic, antimeningococcic and normal sera, 
and, among the vaccines, T.A.B., the toxin of the 
scarlatinal streptococcus and others. The extension 
of the work will depend on the sales: it has been 
mentioned that before 1926 all these products were 
imported, and there is still no duty on foreign sera 
and vaccines. The members of the Institute have no 
wish that this should be altered, since they feel it 
essential that medical men should choose those 
products they believe to be most efficacious without 
constraint. A more gradual evolution, moreover, 
will better suit the convenience of the section at 
present than a sudden great increase in demand. 
That the sales of the products of the Institute are 
rising steadily is shown by the increase in orders 
noted since 1926. 

Since the opening of the section in 1926, propaganda 
has been distributed widely ; all medical men have 
received copies of price lists, accompanied by 
brochures explaining the use and value of sero- and 
vaccino-therapy. Articles on the subject have also 
appeared in the medical journals, and conferences 
have been arranged. With the expedition of the 
work of production it is hoped that further oppor- 
tunities for research will be given to the staff of the 
Institute during the coming years. 


PROF. BRAILSFORD ROBERTSON AND HIS 
WORK FOR ANIMAL NUTRITION. 


ALONG with the news of his death from pneumonia at 
the age of 45 comes a copy of a report by Prof. Brailsford 
Robertson of Adelaide on the work for the past year 
of the division of animal nutrition of the council for 
scientific and industrial research of the Commonwealth 
of Australia. He was a singularly gifted man and one 
of the liveliest biochemists of his time, widely known 
outside his immediate circle for his autocatalytic 
theory of growth which, if it did not meet with uni- 
versal acceptance in its simplest form, did better for 
the progress of knowledge by stimulating observation, 
experiment, and thought on the subject. He was an 
Adelaide graduate and after 15 years at the universities 
of California and Toronto he came back as professor 
of physiology and biochemistry, and everywhere he 
leaves behind him a trail of students roused by his vivid 
personality and his enthusiastic imagination. The last 
few years he had been busy developing research work 
on sheep and how they live and grow, and this last 
report gives a most interesting account of the various 
inquiries which are in hand, especially in connexion 
with the growth of wool. Horns, hoofs, hair, and wool 
are largely composed of peculiar proteins which 
contain a large proportion of the sulphur-containing 
amino-acid cystine. Animals cannot synthesise 
cystine, hence the weight of asheep’s fleece may likely 
be limited by a deficiency of this necessary substance. 
Ordinary fodder protein contains about 1 per cent. 
against 13 per cent. in wool. Search has therefore been 
made for some available source of protein which is rich 
in cystine. Fibrin contains a good deal and meal made 
from dried blood is possibly useful: yeast also has 
about 4 per cent. The richest extraneous source, 
however, seems to be the juices of plants of the rubber- 
producing trees of the Ficus group and the liquid left 
after the coagulation and separation of the rubber 
contains great quantities of cystine, and might in one 
way or another be made useful. Finally, Prof. 
Robertson and his colleagues have explored the 
possibility of rendering the cystine present in the hair, 
horns, and hoofs of slaughter-house refuse digestible 
and capable of assimilation by hydrolysing the crude 
materials with hydrochloric acid, and have obtained 
promising results with this preparation in field trials. 
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It is the same idea as was developed by N. Zuntz in 
Germany during the war to get the maximum vield of 
wool from the sheep; it was successful at any rate to 
the point of making one of his co-workers shave twice 
a day instead of once. and afew vears ago a proprietary 
preparation of hydrolysed Keretin was widely adver- 
tised for human use. It is indeed evident that what 
does for sheep will probably do for man, and embar- 
rassed rubber compenies may well appear on the hair- 
restorer market. Other topics of less immediate 
human interest are the deficiency of phosphates 
which, as in other countries, is widespread in the soils 
of Australia, and the demonstration that iodine is 
present in plenty. The whole report is an admirable 
example of what can be done by the real biochemist 
(biologist as well as chemist) and the reading of it can 
only accentuate our sense of the gap which will be left 
by the loss of Prof. Robertson at the height of his 
powers. 


THE USE OF PERCAIN, 

A NEWLY introduced local anasthetic, percain,' 
bids fair to be a valuable adjunct to the agents aveil- 
able for producing loce}] analgesia whether by surface 
application or by injection. Experience so far is 
too slight for doymetic assertions, but it certainly 
warrants the belief that we have here an analgesic 
of exceptional power, and especially of a long lasting 
effect. Its superiority over novocain in this respect 
is maintained by several different observers who 
are working with it. Some have been using it 
mainly for the nasal mucous membrane, others for 
splanchnic and for perevertebral analgesia. All seem 
to agree on the remarkable duration of the analgesia 
produced. Experimentally pereain has been shown 
to be about ten times as effective as cocaine. It is 
also slightly more toxic than this drug, but as it can 
be used effectively in such very weak concentration 
there appears to be no danger of toxic effects in 
practice. So far no reports of ill-effects have reached 
us, but of course it is too early vet to know whether 
addiction is to be feared as a consequence of its 
employment. DPercain is sterilisable by heat. It has 
apparently a slight vasodilator effect, for which reason 
it is generally used, as is novocain, with small additions 
of adrenalin, except in situations where vasoconstric- 
tion has no special advantage—e.g., in splanchnic 
and spinal injections. 


DELAYED NOTIFICATION OF TUBERCULOSIS. 


IT is generally agreed that no public scheme for the 
treatment of tuberculosis can come into effective 
operation unless the cases of tuberculosis are reported 
to the local authority as soon as they come to the 
knowledge of the practitioner. In his last annual 
report. Sir George Newman remarks that such 
notification is becoming more effective year by vear, 
although a proportion of health officers still complain 
that in a number of cases it is only at a late stage that 
the disease is first brought to their notice. Under 
Article V. of the Tuberculosis Regulations the onus 
is laid on the practitioner to report within 48 hours of 
becoming aware that any person he is attending is 
suffering from tuberculosis. unless he has reasonable 
ground for believing that the case has already been 
notified. Late notification is no doubt due as often 
to the delay on the part of the patient in obtaining 
medical advice as it is to the delay on the part of the 
practitioner in making and reporting his diagnosis. 
The Joint Council which acts as a liaison between the 
various tuberculosis groups has now issued a leaflet 
of advice on the subject through its hon. secretary 
#t 123, Torquay-road, Paignton, Devon. Notification 
was introduced 18 years ago, and, while the Council 
agrees that a wide unofficial discretion has been for the 
best, it thinks the time has come to recommend practi- 
tioners to notify under the following circumstances : 

(1) When suggestive constitutional symptoms are present 


? Obtainable from the Clavton Aniline Co. See THE LANCET, 
1929, ii., 1074, 1128, and 1180. 





and sufficient corroborative evidence of tuberculosis is 
available. 

(2) When tubercle bacilli have been found in the sputum 
or elsewhere. 

(3) In cases of hemoptysis or pleural effusion where other 
symptoms and signs point to the existence of tuberculosis. 

_(4) In acute general tuberculosis, and tuberculous menin- 
gitis. 

(5) In persistent chronic adenitis, art hritis or bone disease, 
where causes other than tuberculosis can be reasonably 
excluded, 

(6) In tuberculous dermatitis, and lupus vulgaris. 

(7) In tuberculosis of the abdomen, of the genito-urinary 

tract, or of other organs. 
In children it is agreed that catarrhal pulmonary 
infections frequently simulate tuberculous disease, 
making diagnosis difficult: in chronie adenitis also 
prolonged observation may be required to determine 
Whether the infection is due to septic organisms or to 
tuberculosis. Most of the objections to notification 
arise. it is suggested, from lack of discretion in the visit - 
ing of patients, and from the occasional neglect to treat 
information about tuberculous patients as confidential. 
It should be made widely Known that if the notifying 
doctor desires that no public health officer should 
visit the home of the patient, the wish is generally 
respected. If he does this the practitioner assumes 
responsibility for seeing that everything possible is 
being done to limit the spread of infection and = to 
deal with the causation of his patient’s breakdown. 
The practitioner can vitally assist prevention by : 

(a) Securing the proper disposal of sputum. The easiest 
way of dealing with sputum or other infective discharge is 
by boiling or burning. If a cup is used, it should contain 
disinfectant, and have a non-perforated, removable, or 
hinged cover. 

(b) Seeing that an infective patient has a bedreom to 
himself, or if this is impossible, a bed to himself, separated 
by at least five feet from any other bed, in a well-ventilated 
room, and 

(ce) Advising that an infective patient should not handle 
milk or other foodstuffs, or have the intimate care of young 

nildren, 

The Council finally reminds the practitioner that the 
tuberculosis officer is always available for the diagnosis 
of difficult or doubtful cases, such as unexplained 
hemoptysis and for suggestions as to treatment. 


CHEMICAL SPERMICIDES. 


CONSIDERING the number of spermicides on the 
market ,their wide use,and t he sociological consequences 
of their eflicacy. it is indeed remarkable that nobody 
seems to have directly investigated their effects upon 
spermatozoa. There is a widespread feeling that 
existing contraceptive methods are in various ways 
impracticable by persons of low intelligence, and 
medical men are often embarrassed by questions from 
their patients as to which are the best methods. A 
paper appearing in the current Journal of Hygiene 
(Jan. 20th) will therefore be of widespread interest. 
Mr. J. R. Baker, D.Phil., has elaborated a technique 
for testing the comparative spermicidal power of 
different contraceptives on the market, and also of the 
various pure substances which constitute the active 
principles of these preparations. It is an in-vitro 
technique, and consequently does not reproduce 
perfectly the conditions of the human vagina, but 
these are imitated as closely as possible in the matter 
of temperature and acidity. Dr. Baker's conclusion 
is that quinine and chinosol, which are common con- 
stituents of pessaries. have a surprisingly small 
spermicidal power. A comparison of their efficacy 
with that of “‘semori”’ and “* speton,” two German 
foam-producing pessaries, has shown that one-tenth of 
a tablet of semori or speton is much more lethal to 
spermatozoa than is the whole of a quinine or chinosol 
tablet. Pessaries of quinine and chinosol, in a 
vehicle of cocoa butter, were found to be ineffective 
for as long as 12 hours after they had been dissolved 
and allowed to act upon guinea-pig sperm. That 
these pessaries have a contraceptive effect of some kind 
is strongly suggested, however. by a good deal of 
scattered clinical evidence, and Dr. Baker's work 
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indicates that this effect is probably brought about by 
a mechanical action of the cocoa butter vehicle, rather 
than by the chemical action of quinine or chinosol. 
Further papers on the subject are to follow this one. 
The work was financed by the Birth Control Investiga- 
tions Committee, and carried out in the Department 
of Zoology and Comparative Anatomy at Oxford. 


A LONDON SUNLIGHT CLINIC. 

THE Institute of Ray Therapy, opened at 152/154, 
Camden-road, N.W.1, provides treatment for sick 
and poor persons in London by ray therapy and 
kindred methods; it is also designed to be a training 
school for persons qualifying to administer such 
therapy. and a centre for research. The Institute, 
Which is not allowed by its trust deed to make a 
profit, was founded with the help of an initial donation 
of £10,000, and fees will be charged to cover running 
expenses on the basis of a tariff drawn up with the 
help of the British Medical Association. Necessitous 
are treated free well as members of the 
Hearts of Oak Benefit Society which reimburses the 
Institute for the treatment of its members. Persons 
whose income exceeds a stated limit will only be 
accepted at the special request of their own doctor 
When reasons are given. In any case the applicant 
must bring a medical certificate. Treatment 
is given between 2 and Y P.M. each weekday by 
qualified nurses and a resident medical officer working 
under the direct supervision of Dr. William Beaumont, 
hon. medical director, who sees new patients (children) 
on Tuesday, 4 to 5 P.M.. (women) on Wednesday, 
9 to 7P.M., and (men) on Thursday, 5 to 7 P.M. The 
equipment is strictly limited to various kinds of rays, 
neither massage nor any form of hydrotherapy being 
included ; it is hoped to be able to assess the effect of 
such treatment in a wide series of disorders such as 
neurasthenia, rickets, septicaemia, surgical tuber- 
culosis, delayed union of fractures, and various kinds 
of skin diseases, a list whose scope may be widened 
by the medical advisory committee which consists 
of Sir William Hale-White (president), Sir William 
Hamer (chairman), Prof. J. Eyre, Dr. Beaumont, 
Dr. P. P. Dalton. and Dr. J. Liddell, the two last 
being elected by the adjoining divisions of the British 
Medical Association. Dr. Evre and Dr. Beaumont 
are arranging for research on the bacteriological and 
clinical sides, Dr. N. Lucas of the Lister Institute on 
the physical and pathological 
lectures will be given. 
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GIANT-CELLED SPLENOHEPATOMEGALY. 

THE disease first described by Gaucher in 1882, 
which languished in the medical literature under the 
vague title of endothelioma of the spleen, has begun 
to attract more attention now that its wtiology is 
better understood. The idea of an inborn error of 
metabolism has been put forward, and biochemical 
investigations have been stimulated largely by recent 
descriptions of an allied disorder Known the 
Niemann-Pick disease. The latter is seen in young 
infants, and the signs are great enlargement of the 
abdomen, a curious bronzing of the skin, a raised 
cholesterol content of the blood, and increasing 
cachexia leading to death in the first or second vear 
of life. Cells in the spleen, liver, lymphatic glands, 
and bone-marrow are found to be swollen and to 
contain lipoid material, as indicated by microscopical 
stains for fat. and similar cells have been seen in the 
lungs and thymus. On analysis the spleen contains 
a great of cholesterol and lecithin. This 
clinical condition can thus be contrasted with Gaucher's 
disease, which, though it often begins in carly life. 
runs a much more chronic course. The spleen is 
much more enlarged than the liver, the cholesterol 
content of the blood is normal, and at necropsy the 
swollen cells are limited to the spleen, liver, lymphatic 
glands, and bone-marrow, and do not show the 
presence of a lipoid by any of the ordinary micro- 
scopical staining methods, Differentiation between 
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the two disorders has, however, been made difficult 
by several recent descriptions of acute forms of 
Gaucher's disease which caused death in the early 
months of life. Thus Dr. Eugen Stransky,' of Vienna, 
has described a case where the differential diagnosis 
between the Gaucher and the Niemann-Pick type of 
disease was impossible on the evidence obtained. 
The child was the third in the family, and the two 
elder ones had succumbed in the first six months 
of life to an increasing cachexia and intercurrent 
infection. In the eldest an enlarged spleen and liver 
were reported at an inquest, while the second child 
was” described having Gaucher’s disease. In 
Stransky’s death occurred from — broncho- 
pneumonia, and no autopsy was permitted. Clinical 
examination had shown a wasted baby with a curiously 
bronzed skin, an enlarged abdomen due to a 
hard liver and spleen. A blood count indicated a 
secondary anzmia, but no leucopenia; the Wasser- 
mann reaction was negative, and blood cholesterol 
normal, The child had head retraction and increased 
muscular rigidity, and it is interesting to note that 
nervous complications of the Niemann-Pick disorder 
have been described. Such a could well be 
classed as either an example of the infantile type of 
Gaucher's disease or as an unusual variety of the 
Niemann-Pick syndrome. Stransky’s point in describ- 
ing it is to stress the great difficulty of differential 
diagnosis. It is possibie that in Gaucher's disease 
the cells of the reticulo-endothelial system are swollen 
with some product of abnormal metabolism, just as 
they are swollen with cholesterol in the Niemann-Pick 
disease. Overlapping is likely if both are examples 
of metabolic errors in early life, and for this reason 
Stransky suggests that the term giant-celled spleno- 
hepatomegaly should be used for the whole group. 
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ORBITAL INJECTIONS OF ALCOHOL. 


FoR some years a few surgeons have made use of 
orbital injection in’ certain cases of painful 
with very little vision. where excision is inadvisable 
or impracticable, and Dr. L. Weekers,? the Belgian 
ophthalmologist, has recently called attention once 
more to its value. In painful eves with only a trace 
of vision remaining he hes injected as much as a 
cubic centimetre of 800 per cent. alcohel without any 
manifest injury to the remaining vision, but in cases 
retaining some useful degree of vision he has been 
far more cautious, using solutions from 5 to 40 per 
cent., according to circumstances, after a preliminary 
injection of 2 er cent. novocain. The usual strength 


eves 


employed is irom 20 to 40 per cent., but it is not 
advisable ts eed this percentage lest the optic 
nerve should be affected, though this has never 
happened in his experience. A needle 3:5 em. long 


is introduced through the conjunctiva on a_ level 
with the external canthus in order to reach the ciliary 
nerves at the back of the orbit. and if the technique 
is correct an immediate relief of pain is experienced. 
Though this may be only temporary, it is none the 
valuable, since it may suflice to tide over the 
time when operative measures can be taken unde1 
the most favourable circumstances. Or it may be 
repeated in a few days or weeks, and sometimes the 
relief seems to have been permanent. The procedure 
has been employed for traumatic affections, severe 
corneal ulcers, herpetic and other painful affections 
of the cornea, and for iritis. The kind of case in 
which it may be expected to be most valuable is the 
acute secondary glaucoma due to cyclitis, where the 
surgeon is in doubt whether to use mydriatics o1 
miotics. or Where it is desirable at any rate to post- 
pone operation though the pain is so excruciating as 
to be little influenced by hot fomentations and seda- 
tives. In the experience of Dr. Weekers the good 
effect of the injections has often been immidiat 
lasting. When it has been otherwise the 
generally to be attributed to insuflicient strength of 
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the alcohol, and there is no reason why the injection 
should not be repeated. Besides the relief of pain, 
the injection of alcohol into the orbit in cases of 
absolute glaucoma appears to have a direct influence in 
bringing down the tension, but apart from these 
effects its action on the disease itself appears to be 
nil. In practised hands, however, it can do no harm. 
There may be a temporary paresis of the external 
rectus muscle or a temporary oedema of the lids, and 
there may be temporary loss of sensation in the cornea, 
but no ill-effects that are permanent are to be anti- 
cipated. Its value to patients whose pain is almost 
unbearable and cannot be otherwise relieved is obvious. 


UNDER the Chadwick Trust a prize and medal may 
be given once in five years to a medical officer of 
the Army, Navy, or Air Foree whose work has 
specially assisted in promoting the health of the 
Service to which he is attached. This prize and 
medal have just been awarded to Surgeon-Captain 
Sheldon Francis Dudley, Professor of Pathology and 
Lecturer in Tropical Diseases at the Royal Naval 
College, Greenwich, in recognition of his epidemio- 
logical research. 





The Services. 


ROYAL NAVAL MEDICAL SERVICE. 
_ Surg. Rear Admiral W. L. Martin is placed on the retd, 
list at own request. 

Surg. Capt. W. W. Keir to be Surg. Rear Admiral. 

The following appointments are made: Surg. Lt.-Comdrs. 
(D.) R. J. M. Andrews to Defiance; and S. FE. Brown to 
Tamar, for R.N. Hospital, Hong-Kong. Surg. Lt. (D.) 
G. B. F. Reece to Resource. 


ROYAL ARMY MEDICAL CORPS, 
The undermentioned Majs. to be Lt.-Cols.: G. W. W. 
Ware, vice Lt.-Col. R. C. Wilson to retd. pay; and C,. J. 
Wyatt, vice Lt.-Col. H. St. M. Carter, to half pay. 


ROYAL AIR FORCE, 
The undermentioned Flying Officers are promoted to the 
rank of Flight Lt.: B. B. Kennedy, J. Kemp, J. B. Murphy, 
R. F. MacLatchy, and J. J. Quinlan. 


INDIAN MEDICAL SERVICE. 

The London Gazette for Feb. 7th states that ‘ Officers 
who are now serving on temporary commissions in the 
Indian Medical Service and have been gazetted to temporary 
rank are hereby granted substantive rank on their tem- 
porary commissions equivalent to and in substitution for 
the temporary rank so gazetted, except in the case of 
temporary rank granted to officers in consequence of their 
being called upon to perform the duties of a rank higher 
than their usbstantive rank.” 

Lts. (T.C.) to be Capts. (T.C.): B. M. Rao, S. K. Menon, 
A. Singh, and M. Chandra. 

Lt.-Col. F. V. O. Beit retires. 


DEATHS IN THE SERVICES. 

Surgeon Rear Admiral Edgar Ralph Dimsey, D.S.O., who 
retired in 1920, died on Feb. 5th, aged 68, joined the Royal 
Navy as surgeon in 1883, and became staff surgeon in 1895. 
He served in the Benin Expedition of 1887, was mentioned 
in dispatches, received the D.S.O. and the general African 
medal with the Benin clasp. 

Major-General Sebert Francis St. Davids Green, C.B., 
C.B.E., R.A.M.C., retd., a graduate of Durham and an 
old Bart.’s man, died on Feb. 5th, at the age of 62, in the 
Queen Alexandra’s Hospital, Millbank. He joined the 
A.M.S. in 1894 and served in India. At the outbreak of 
the late war he went to France with the Rawal Pindi 
British General Hospital, and in 1915 was appointed to its 
command, subsequently taking the unit to Mesopotamia. 
In 1916 he was appointed A.D.M.S. of Amara and A.D.M. 
of the Base, M.E.F., being mentioned in dispatches four 
times and created C.B.E. From 1921 to 1924 he was 
D.D.M.S., Scottish Command, and from 1923, when he 
was promoted to major-general, to 1927, D.D.M.S., Western 
Command, India. For some months he was officiating 
D.M.S. in India, afterwards retiring. He was an hon. 
physician to the King and was made C.B.in 1925. General 
Green’s wife predeceased him in 1927, and he leaves three 
sons and two daugbters. 





The Clinical Interpretation of 
Aids to Diagnosis. 


4 Series of Special Articles contributed by Invitation. 


LXIII. 
THE CLINICAL SIGNIFICANCE OF THE BLOOD 
PHOSPHORUS. 


PHOSPHORUS is found in the blood, not only in the 
inorganic state, but also in combination with a 
variety of organic radicles, and in its several forms 
this element enters into many widely different phases 
of metabolism. It is not generally realised that less 
than one-twelfth of the total phosphorus is present 
as inorganic phosphate. Moreover, the relationship 
between this fraction and the remaining organically 
combined phosphorus is so intimate that some 
knowledge of the latter is essential to the full under- 
standing of phosphorus metabolism. Table I. shows 
the distribution of phosphorus (P.) in normal blood. 

TABLE |.—Distribution of Phosphorus in Normal 


Blood. 


Phosphorus content as mg. P. 
per 100 c.cm. in— 


Whole blood. Plasma. Corpuscles. 





1. Acid soluble : 


(a) Inorganic .. .. 3-0 3-0 3-0 
(6) Organic (ester 
phosphorus) a 23° 0-3 53-0 
2. Ether-alcohol soluble { 
> A ee eee 12-0 7-0 18-0 
Total 38-0 —- -- 


In addition, traces of phosphorus are present as 
nucleic acid, in the nuclei of the leucocytes. The 
nuclein phosphorus is consequently present in some 
quantity in leukemia. 

Inorganic phosphate—In health the level of 
inorganic phosphate in the blood varies between 2-5 
and 35mg. P. per cent., the average value being 
30mg. After a meal the level falls towards the 
lower limit of normal, probably as the result of 
increased secretion of insulin. In children, in whom 
ossification is more active, higher readings are usual— 
namely, from 3-4 mg. per cent.—and blood obtained 
from the umbilical cord at birth may contain as 
much as 6 mg. per cent. 

Acid-soluble organic phozphorus.—This group, which 
will be referred to as ‘‘ ester phosphorus,” includes a 
number of phosphoric esters, of which adenine 
nucleotide, phosphoglyceric acid, and an ester capable 
of reducing alkaline copper solution (possibly a 
hexose-phosphoric ester) have been identified. This 
fraction is confined almost entirely to the corpuscles, 
but definite traces are found in the plasma. The 
amount of ester phosphorus in unit volume of cor- 
puscles is one of the most stable constants of normal 
blood—more stable, for example, even than the 
hydrogen-ion concentration. An enzyme, phosphatase, 
controls the synthesis of these organic esters from the 
inorganic phosphate. 

The alcohol-ether-soluble phosphorus consists of @ 
group of complex lipoids such as lecithin, kephalin, 
and sphingomyelin. The term “ lecithin,’? commonly 
applied to this fraction of the blood phosphorus, is 
misleading ; “‘lipin phosphorus ”’ is more satisfactory. 
The lipin phosphorus is divided unevenly between 
plasma and corpuscles. The corpuscular lipin forms 
with other lipoids a film on the surface of the corpuscle 
and varies very little either in health or in disease. 
The plasma lipin, on the other hand, is much more 
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variable and may undergo considerable fluctuations 
in disease. 
Technical Considerations. 

Most of the early work on blood phosphate must be 
accepted with caution, for it was not known before 
1914 that the distribution of phosphorus changes when 
blood is allowed to stand. Once the corpuscles have 
been laked, the liberated organic esters are very 
rapidly hydrolysed by the plasma phosphatase and 
the concentration of inorganic phosphate rises rapidly. 
Even after precipitation of the protein (which 
inactivates the enzyme) the phosphate content of the 
acid filtrate rises appreciably if the solution is allowed 
to stand at room temperature. ‘Table II. illustrates 
the extent of this change. 


TABLE IT. 


Inorganic phosphate in mg. per 
00 c.cem. 
Blood filtrate. 
| At room temp. ener 
16° to 18°C. At 35°C. 


0 hour after precipitation 


| 4-89 4-89 

5 hours ,, ~- 5-06 
” ” ” | 562 6-50 
48 ,, - ee | 5-82 7:10 


On the other hand, if the blood is shaken unduly 
or exposed to air it loses CO, and becomes more 
alkaline; enzyme synthesis now occurs and the 
phosphate content falls. Vor this reason serum 
obtained by defibrination may contain appreciably 
less phosphate than plasma. 

Collection of  specimen.—The value of blood 
phosphorus reports therefore depends on the adoption 
of rigid technique, and the following precautions 
should be observed in collecting the specimen. The 
blood should be collected in a clean dry syringe. and 
transferred to a dry tube containing powdered 
potassium oxalate (0-015 g. for each l0¢.em. of 
blood). The tube should be inverted several times 
(not shaken) to dissolve the oxalate, and stored on 
ice. Analysis should be commenced immediately. 
Heparin must not be used asthe anticoagulant. since 
it contains phosphorus. 

Analysis._—The estimation is based on the blue 
colour which develops when a solution of inorganic 
phosphate is added to molybdie acid, in the presence 
of a reducing agent, sodium sulphite, and hydro- 
quinone. The organic extracts are oxidised by 
combustion with nitric and sulphuric acids into 
phosphoric acid, which is estimated by the same 
method. In capable hands the experimental error 
should not exceed 2 per cent. 

Expression of results.—In the interests of uniformity 
results should be expressed as milligrammes of 
phosphorus per 100 ¢.cm. of whole blood or plasma. 
The use of symbols obsolete in this connexion, such 
as H,Po,and P,O,, leads to much needless confusion. 


Physiology. 

Sources.—Phosphorus is ingested in the food as 
nucleoprotein (meat), phosphoprotein (milk), lecithin. 
&c., (egg yolk. liver), and as inorganic phosphate. 

Absorption.—Normal absorption of phosphate from 
the intestine depends on the balance between the 
phosphate and calcium of the food, the reaction of 
the intestinal contents, and the antirachitic vitamin. 
The influence of these factors will be discussed later 
in connexion with rickets. 

Exrcretion.—_Phosphorus is excreted as phosphate 
in the urine and feces. 

Function.—Phosphorus enters into the following 
metabolic processes :— 

1. Carbohydrate metabolism.—_-A marked fall in the 
blood phosphate, accompanied by diminished excretion 
of phosphate in the urine, follows the injection of 
insulin. The organic phosphorus remains unaltered, 
and the fate of the phosphate which, in company with 


L. Harden and W. J. Young have demonstrated the 
importance of intermediate sugar-phosphate com- 
pounds (hexose phosphates) in the fermentation of 
glucose by yeast, and there can be no question that 
phosphate is in some way essential to the storage or 
utilisation of carbohydrate. 

2. Muscular  contraction.—Sugar-phosphate com- 
pounds also enter into the chemical changes which 
precede the contraction of muscle, but here again the 
nature of the changes is unsettled. 

3. Ossification and caleium — metabolism.—The 
process of ossification entails the deposition of 
insoluble calcium phosphate on a framework of 
osteoid tissue. According to R. Robison a phos- 
phatase, which can be isolated from ossifying bone, 
is responsible for this process by hydrolysing the 
organic phosphorus esters and so causing a local 
concentration of PO, ions, which in contact with 
calcium form an insoluble precipitate of calcium 
phosphate. The metabolism of phosphorus is closely 
interwoven with that of calcium, and many of the 
observed fluctuations in the blood phosphate can be 
accounted secondary to disturbed calcium metabolism. 
In general it may be stated that the relationship 
between the calcium and phosphate ions of the blood 
is reciprocal ; that is, a rise in the calcium leads to a 
fall in the phosphate and conversely a fall in the 
former to a rise in the latter. The injection of 
parathyroid hormone, for example, which increases 
the blood calcium at the expense of the calcium in 
the bones, causes a fall in the blood phosphate. This 
reciprocal relationship is only approximate, however, 
and breaks down when other factors, such as changes 
in the pl of the blood or in the absorption of 
phosphate, enter dnto the question. Thus in rickets, 
where the absorption of phosphate is deficient, both 
the phosphate and the calcium may be subnormal. 

1. Neutrality regulation._-The nature of the rela- 
tion between the hydrogen-ion concentration and 
the phosphate content of the blood involves several 
conflicting factors. In the first place, alkalosis, by 
furthering storage of calcium and hypocalcaemia, 
tends to raise the blood phosphate, while acidosis, 
by mobilising the stored calcium, has the opposite 
effect. Secondly, the activity of the plasma phos- 
phatase varies with the reaction of the plasma. 
Acidosis encourages hydrolysis and a rise in the 
phosphate at the expense of the organic esters. 
Alkalosis, on the other hand, favours synthesis and 
so tends to depress the plasma phosphate. In 
experimental acidosis induced by ammonium chloride 
the organic phosphorus esters of the corpuscles are 
greatly depleted, while the inorganic phosphate rises 
at first but may fall below normal later. Thirdly, 
the kidney, by selective elimination of appropriate 
quantities of the acid and alkaline phosphates of 
sodium, assists in maintaining the reaction of the 
blood at a constant level. It is, therefore, impossible 
to predict the effect of acidosis or alkalosis on the 
blood phosphate. In practice, however, it is observed 
that in alkalosis the level is usually raised (up to 5 or 
6 mg. per cent.), but in acidosis no constant findings 
are recorded,* 


VARIATIONS IN THE CONCENTRATION OF TNORGANIC 
PHOSPHATE. 

It will be realised from the foregoing remarks that 
changes in the concentration of inorganic phosphate 
in the blood are likely to be encountered in any 
disease in which one or more of the following factors 
are altered. 

Absorption._-_1. Calcium-phosphate ratio of the 
diet. 2. Reaction of intestinal contents. 3%. Anti- 
rachitic vitamin. 

Excretion. Activity of the kidneys. 

Utilisation and storage.—1. Ossification. 2. Activity 
of the parathyroid glands (and probably the thyroid 


* The terms ‘* alkalosis *’ and “ acidosis”’ are here used in the 
exact sense suggested by J. R. Marrack in a previous article of 
this series (THE LANCET, 1929, ii., pp. 512, 569), and imply an 
increase or decrease in the plasma bicarbonate. By “ ketosis "’ 





glucose, disappears from circulation is still obscure 


is meant the presence of acetone bodies in the urine. 
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and pituitary). 3. Hydrogen-ion concentration of 
the blood. 4. Activity of the body phosphatases. 
5. Activity of the islets of Langerhans. 


Renal Disease. 

Extensive destruction of renal tissue, from whatever 
cause, is accompanied by a diminished excretion of 
phosphate in the urine and a rise in the blood 
phosphate. The degree of phosphate retention is 
roughly proportional to the severity of the disease, as 
judged clinically and by the urea-concentration test. 
In uremia readings of 20-30 mg. per cent. are not 
uncommon, and a blood phosphate of 5 mg. per cent. 
or over usually foreshadows death within a few weeks. 
In hydremic forms of nephritis (and rarely in uremia) 
the phosphate is normal. This retention of acid 
phosphates is responsible for the acidosis and hyper- 
pnoea (renal asthma) which are common in uremic 
nephritis, and also causes secondary changes in 
calcium metabolism. The blood calcium falls con- 
siderably and in children ossification may be defective 
(renal rickets). Large doses of alkalis sometimes 
relieve the symptoms of phosphate retention, but are 
apt to precipitate tetany. A more rational method 
of treatment is to hinder the absorption of phosphate 
from the intestine and this can be accomplished by 
oral administration of calcium lactate. 


Diseases of Bone. 

Rickets.— In active rickets one of the most constant 
changes is a fall in blood phosphate, which is some- 
times as low as 1:5 mg. percent. This is the result of 
diminished absorption of phosphate from the intestine, 
and at least three factors are concerned. In the first 
place, a lack of balance between the calcium and 
phosphorus of the diet is prejudicial to absorption. If 
ealcium is present in excess it tends to precipitate 
the phosphate, which passes through to the feces 
unabsorbed. Secondly, an unduly alkaline reaction of 
the intestinal contents has asimilar effect :and,thirdly. 
the presence of the antirachitic vitamin D in the body 
is essential to the absorption of phosphate. Correction 
of these errors by adjustment of diet, administration 
of antirachitic vitamin. or exposure to sunlight is 
followed by areturn of the blood phosphate to normal. 
The plasma phosphate is consequently a valuable 
index of the effectiveness of treatment in rickets. 

Osteitis fibrosa diffusa and hynerparathyroidism. 
Functional over-activity of the parathyroid is now a 
well-recognised condition. Under the influence of the 
parathyroid hormone the calcium of the bones is 
mobilised and excreted in increased quantity, the 
bones become decalcified (osteitis fibrosa diffusa), and 
the blood calcium rises. The blood phosphate is low and 
may fall to 1:0 mg. per cent., below which level 
accurate estimation is difficult. In some cases an 
adenomatous tumour of the parathyroid is present, 
and if this is excised the blood phosphate rapidly 
returns to normal. 


Tetany and Hypoparathyroidism. 

The essential abnormality in tetany is now agreed 
to be a low blood calcium. Secondary changes in the 
blood phosphate are found, but they bear no direct 
relationship to the symptoms of the disease. In 
parathyroid tetany and in tetany resulting from 
alkalosis the plasma phosphate is usually raised 
slightly (up to 4 or 5 mg. per cent.). In uremic tetany 
the level may be extremely high, and, on the other 
hand, in rickety tetany it may be subnormal. After 
restoration of the normal calcium balance the blood 
phosphate becomes normal. 


Diabetes Mellitus, 

In diabetes no significant alteration occurs in the 
blood phosphorus unless there is severe ketosis or 
coma. When these complications are present there is a 
marked fall in the ester phosphorus of the corpuscles, 
similar to that observed in ammonium chloride acidosis. 
Effective insulin treatment restores the normal 
phosphorus balance. In neglected diabetic coma the 
inorganic phosphate in the blood may rise to 8 mg. 
per cent. or more, renal damage probably being 





responsible, since the blood-urea is usually raised in 
such cases. A high blood phosphate in a case of 
diabetic coma implies that recovery is extremely 
unlikely. 

Significance of Lipin Phosphorus. 

The lipin phosphorus, usually in company with the 
cholesterol, of the plasma may be increased to 20 mg. P. 
per cent. or more in obstructive jaundice, in diabetes, 
and in “ lipoid”’ nephrosis. In primary hyper- 
cholesterinemia very much higher readings have 
been recorded, On the other hand, subnormal lipin 
values may be found in pernicious anemia. Until more 
exact information is available concerning the réle of 
lipin in fat metabolism the meaning of these fluctua- 
tions must remain obscure. 


Significance of Plasma Phosphatase. 

Il. D. Kay (1929) has recently discovered that in 
certain diseases of bone, in which osteoporosis is 
active, the plasma phosphatase is considerably 
increased. In osteitis deformans and osteitis fibrosa 
diffusa the amount of phosphatase in the plasma may 
be 10 or 20 times the normal. Whateverthe significance 
of this finding may prove to be, it has opened up a 
promising field of research. 


F. B. Byrom, M.D., M.R.C.P. Lond., 
First Medical Assistant, London Hospital. 





Special Articles. 


LIVING AT VERY HIGH ALTITUDES 
AND MAINTENANCE OF NORMAL HEALTH. 
By J. ARGYLL CAMPBELL, M.D., D.Sc. 


(From the National Institute for Medical Research, Hampstead.) 


THE question at what altitude is it possible for 
man to live for many months and maintain health 
is of considerable interest not only to those concerned 
with aviation, but also from the point of view of 
the conquest of Mount Everest on foot. The 
expeditions! to this mountain demonstrated quite 
clearly that difficulties of transport rendered it 
impossible to approach the summit (29,002 feet) 
rapidly, and therefore several weeks were required 
to establish camps at various altitudes up to 27,000 
feet, from which the final efforts to conquer the 
mountain were made. If the difficulties of transport 
could be overcome any trained climber would be 
able to reach the summit, provided he were equipped 
throughout with an efficient breathing apparatus 
to supply the requisite amount of oxygen. At 
the moment we are leaving out altogether the 
continual use of oxygen apparatus and discussing 
at what altitude could a man live for long periods 
and maintain a moderate degree of health and vigour 
without such artificial aid. It has been proved that 
the low oxygen pressure is responsible for the adverse 
effects at high altitudes. 

A good deal of information is at hand which must 
be regarded as established fact. The two important 
physiological expeditions—that to Pike’s Peak 
(Haldane, Henderson, and Schneider®), and that to 
the Andes (Barcroft, Meakins, and their colleagues*) 

have settled a great number of problems for 
altitudes below 15,000 feet. We know that people 
spend their whole lives in the Andes at 15,000 
16,000 feet. Major Hingston, who was a member 
of the last Mount Everest expedition, informs me 
that hermits stay for long periods (years) in Tibet 
at 17.000 feet. whilst yaks graze during the summer 
at 17,000-18,000 feet. Some authorities think that 
man could live for several months at an altitude of 
20,000 feet, but—although this opinion must be 
respected—there is no proof that man has lived 
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for such a time at such an altitude. Nevertheless, 
there were some very creditable efforts on the part 
of the members of the Mount Everest expeditions. 
Thus, Shebbeare, one of the porters, remained at 
19,000 feet for over a month; at first he found the 
ascent to the next camp very laborious, but at the 
end of the month could do it with ease.‘ Several 
of the climbers who attempted to reach the summit 


spent three or four days above 23,000 feet ;. whilst 
Odell remained for ten days at this level. Norton, 


Somervell, Mallory, and Irvine actually climbed at 
28,000 feet. the exhaustion produced being described 
as fearful and progress was very slow indeed. It 
was obvious from the loss of weight, loss of appetite, 
and dilatation of the heart that the few days at these 
great heights had produced adverse effects. Some 
members of the Abruzzi expedition® in the Himalayas 
lived for two months at 17,000 feet without 
encountering any symptoms of mountain sickness. 
Severel of the Europeans spent nine days at 20.800 
feet and some climbed slowly to 24,600 feet without 
distress. 

Summarising the above evidence, it has been 
proved that man can live for long periods at 17.000 
feet ; possibly the Tibetan hermits did not go higher 
than this because life becomes unpleasant. At 
17,000 feet the oxygen pressure in the air is 11-5 
per cent. of an atmosphere; at 20,000 feet it is 
10-0 per cent. A glance at the dissociation curve 
for blood shows that at the latter pressure the curve 
begins its marked downward trend. Why, then, 
were the members of the Abruzzi and Mount Everest 
Expeditions able to go so much higher? It is well 


known that air pilots and research workers have 
tolerated very low pressures of oxygen for short 
periods. In numerous experiments with animals 


I have observed a similar effect 
periods of exposure which gradually produce an 
adverse effect upon the heart leading to failure of 
the circulation. I® proved that some rabbits, rats, 
and mice after four weeks gradual acclimatisation 
can live for eight days at least whilst continuously 
under oxygen at 7 per cent. of an atmosphere 
equivalent to that which exists at the top of Mount 
Everest. No man has repeated this effort, which 
is a record for mammals, so far as I know.  Experi- 
ments with animals should therefore not be treated 
without respect. The animals referred to were 
enclosed in a decompression chamber and at the 
end of the experiment were deteriorating rapidly ; 
nevertheless, when under normal oxygen pressure 
they slowly regained their normal weight and vigour. 
From numerous other observations with animals of 
various kinds (monkeys, cats, rabbits, rats, mice, 
guinea-pigs) there was no evidence that any animal 
tested could live continously under 7 per cent. of 
oxygen for months and maintain its normal health, 
even with the aid of gradual acclimatisation. I 
conclude therefore that 29,000 feet is beyond the 
limit for mammals. 


it is the prolonged 


Experiments with Mice. 

Some time ago a proposal was made to establish 
a research laboratory at an altitude of about 20,000 
feet (oxygen equal to 10 per cent.) where research 
workers might live for several months. As no one 
had lived even for one month at this altitude and 
as there was also no information available from 
animals, I carried out experiments to determine 
whether mice could live for a few months under 
10 per cent. pressure of oxygen and keep reasonably 
healthy. Mice were chosen because they are amongst 
the animals which I have found most resistant to 
low oxygen pressure; so far as I know they are 
more resistant than man. The mice were enclosed 
in respiration chambers at ordinary barometric 
pressure. The gas in the chambers had the desired 
composition at the start of the experiment and the 
chambers were so constructed that as the animal 
carbon 


used oxygen the dioxide produced was 
absorbed by soda-lime and fresh oxygen bubbled 
in through a water valve from gasometers. As 











a rule the apparatus 
once in 24 hours, daily 
chambers being carried 


required slight adjustment. 
analyses of the gas in the 
out; a full description is 
given elsewhere.’ The chambers were opened to 
the air once every three or four days for about 
15 minutes to replace water, food, and bedding. 

Experiment 1.—In the first experiment 48 mice in 
groups of six were employed, 24 being exposed to low 
oxygen pressure and the other 24 serving as controls. 
being enclosed in a similar chamber containing oxygen 
at about 20 per cent. of an atmosphere. 

By taking about two weeks to decrease the oxygen 
pressure from 20-9 per cent. to 10 per cent. of an atmosphere, 
the experimental animals were somewhat gradually acclima- 
tised to the change. The pressure was kept constant there- 
after at about 10 per cent. for as long as the animals remained 
fairly healthy. The experiment had to be stopped during 
the seventh week, that is, after five weeks of breathing oxygen 
at 10 per cent., because the animals were obviously not in 
reasonably good health. They had all lost weight on an 
average 21-7 per cent. (Table 1.), whereas the controls gained 


TABLE I. frerage Weight in Grammes. 
Day rene Ist. 10th. | 20th. 30th, 45th Gain + 
; = ° 5 or loss 
Mice (controls 19-8 20-0 21-8 23:3 17-7 
Mice (low O,) 21-6 21-6 19-3 Is 16-9 21-7 


17-7 per cent.; the controls were given similar food 
namely, mixed grain. brown bread, and some green stuff. 
In both cases the mice chosen were young males; young 
animals are regarded as possessing greater powers of 
acclimatisation than older animals. 

The oxygen consumption, including effects of movement 
and food, was also estimated (Table II.), and the controls 


TABLE IT,-—O, Consumed; c.em. per min. per Mouse. 


Day .. «. Ist. 10th. | 20th. 30th. | 45th, (CD 
Normals 165 162 1-70 1°65 1-62 o-oe 
Under low 0, 1-58 143 1-11 1-21 100 36-7‘ 


maintained their normal level. That they did not gain in 
oxygen consumption during the seven weeks although 
gaining 17-7 per cent. in weight was due perhaps to deposition 
of fat or to becoming quieter in the chamber as the experiment 
proceeded. With the mice under low oxygen pressure, the 
oxygen consumption fell by 36-7 per cent., compared with the 
figures during the first few days of the experiment. The fall 
in oxygen consumption was due chiefly to loss of appetite. 


These results for body-weight and general metabolic 
condition fit in remarkably well with Major Hingston’s* 
description of the condition of the members of the 
Everest expedition; the latter lost 1} to 2 st. in 
weight and all were debilitated, while there was also 
a loss of appetite. Weakness was a_ prominent 
symptom with the mice; they were able to walk 
along, but if they were hurried some of them rolled 
over on their backs and regained the normal prone 
position with difficulty. There was evidence of 
some nervous disorder with some ataxia and tetany 
some of the animals displaved convulsive movements 
when disturbed. The degree of adverse symptoms 
varied from one animal to another and there were 
one or two which, although obviously weakened, 
might have continued for some time longer unde 
10 per cent. oxygen. The great difficulty in these 
prolonged experiments that loss of 
appetite adds its effects to others produced by low 
oxXVgen pressure, 

There were 23 out of 24 
up to the forty-fifth day of the experiment; on 
that day two were found dead, nine were killed 
for histological examination, ten were kept alive, 
and two others were given to my colleague, 
Mr. Galloway, who used them for inoculation tests 
with brain emulsion, the results proving that the 
symptoms observed were not due to an acute infection 


seems to be 


mice which survived 
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The ten mice which were kept alive to study 
after-effects of the exposure to low oxygen pressure 
showed definite improvement soon after return to 
normal oxygen pressure, but six died during the 
next two months, three probably as the result of 
accidental exposure to low temperature during severe 
frost. The remaining four mice were alive ten months 
later, having apparently recovered completely. 

Pathological changes produced by the prolonged 
breathing of oxygen at 10 per cent. pressure were 
studied in two mice which died during the experiment, 
and in nine which were killed for histological 
examination. The changes observed fully confirmed 
the conclusion from my previous observations® that 
the chief factor deciding the powers to withstand 
low oxygen pressure is the heart muscle; a definite 
sign of heart failure was congestion of the organs. 
particularly the liver. 

The general conclusion from this experiment is 
that none of the mice maintained normal health 
after breathing oxygen at 10 per cent. pressure for 
tive weeks; this pressure of oxygen exists at about 
20,000 feet altitude. Adverse effects were loss of 
appetite, loss of weight, and general weakness due to 
cardiac failure. Nevertheless the resistance exhibited 
by some few of the animals was of no mean degree, 


Experiment 2.—In this experiment the previous 
result was confirmed, but the main object was to 
determine whether breathing oxygen at about normal 
pressure, 20 per cent., for one hour every day would 
render the animals more resistant to the low oxygen 
pressure, 10 per cent., and enable them to tolerate 
this low oxygen tension for a longer period. In 
this way evidence might be obtained as to whether 
it is worth while for climbers to breathe oxygen at 
normal pressure for about an hour every day. There 
Was some evidence in favour of this, but on the whole 
the advantage gained did not appear very great 
except perhaps for one or two of the animals. 


Two sets of 36 male mice (16-30 g.) were obtained 
each from a different source—viz., from an Essex stock 
and from our own stock at the Medical Research Council's 
farm. Half of the Essex mice and half of the farm mice, that 
is, 36in all, were placed in one chamber (gas capacity about 
300 litres) and treated as described in the first experiment, 
being given two weeks to acclimatise gradually to low oxygen 
pressure, reaching about 10 per cent. on the fourteenth day : 
they were then exposed continuously to 10 per cent. of 
oxygen for about four weeks by which time they all revealed 
inability to maintain normal health. The other half of the 
Essex mice and of the farm mice were placed in another 
similar chamber and treated in the same manner, except that 
they breathed oxygen at 20 per cent. for about an hour every 
day throughout the whole experiment, and thus had some 
daily ‘‘ relief’? from the low oxygen pressure. 

Both chambers were arranged in exactly the same manner 
as regards position of cages, soda lime. oxygen supply, and 
large stirrers for mixing thoroughly the gas within the 
chamber. The two stirrers were propelled by one motor 
at a pace sufficient to mix the gas thoroughly in the chambers. 
The cages were made of fine wire mesh, and each contained 
six mice. Four small pots with food served for protection, 
behind each of which two mice could shelter from the moving 
air if they so desired. The temperature within the chambers 
varied between 16 ° to 20° C., fluctuating with t hat of the room 
in which the chambers were placed. Soda lime was spread out 
in dishes at the sides of the chambers and the carbon dioxide 
in the gas mixture did not exceed 0-20 per cent. 

Great care was taken to keep the oxygen pressure similar 
in the two chambers, analyses of the gas being carried out at 
least twice a day. During the course of this experiment the 
barometric changes of the outside air were often sudden and 
marked, so that the chambers required more attention than 
usual. The oxygen pressure within the chambers was 
lowered by passing through them a mixture of oxygen 
(7-10 per cent.) and nitrogen, both chambers being treated 
in the same manner. To raise the pressure to 2U per cent. 
for one hour in the “ relief ’’ chamber, this chamber was not 
opened to the air, but the required amount of pure oxygen was 
passed through it. The other chamber, termed for brevity 
** no relief,’’ was ventilated in a similar manner to the “ relief ”’ 
chamber, but with a gas mixture containing oxygen at 
10 per cent. ——. 

During the two weeks of acclimatisation the average 
oxygen pressures within the chambers were 16-0 per cent. 
and 13-0 per cent. for the ‘‘no relief ’’ chamber and 16-4 
per cent. and 13-8 per cent. for the “ relief’? chamber, 





excluding, of course, the one hour’s daily “ relief.””. During 
the last four weeks of the experiment the average weekly 
compositions for oxygen were 11-3, 10-0, 10-2, and 10-7 for 
the ‘no relief’? chamber, and 12-0, 9-9, 9-9, and 9-9 for the 

‘relief’? chamber, the lowest daily percentage of oxygen 
found being just above 9 per cent. in each chamber. There 
was thus no great difference between the two chambers ; 
the animals in the “ relief ’’ chamber had somewha, the lower 
oxygen pressure, 


The main results at the end of the experiment 
i.e., at the beginning of the seventh week—are 
recorded in Table III 


TABLE II]. Conditions of Mice at End of Experiment. 


Receiving ** no Receiving one hour's 
relief.” * relief’ daily. 
! 


18 Essex 18 farm § 18 Essex 18% farm 


mice. mice. nice. mice. 
Alive wie 6 10 16 12 
Dead ae 12 8 2 6 


Tetany in 
survivors 
Loss of weight 

in survivors 12% 22% 9° 


6 out of 6 10 out of 10.14 out of 1612 out of 12 


a 16% 


As regards deaths, far fewer of the Essex mice 
died in the “ relief’? chamber than in the “ no 
relief ’’ chamber, the number of deaths being 2 
and 12 respectively ; but such a marked difference 
was not observed in the case of the farm mice, there 
being eight deaths in the ‘“ no relief’ chamber and 
six deaths in the “ relief ’’ chamber. 

The general conditions of the survivors were 
compared as regards loss of weight, presence of 
tetany, and general appearance. All the animals 
were obviously subnormal; but two of the Essex 
mice in the ‘* relief’? chamber were in fairly good 
condition and might have tolerated the low oxygen 
for a longer period; the healthy appearance of 
the coats of these two mice was maintained, but 
their movements were somewhat sluggish, although 
they could climb. All the other survivors showed 
definite tetany when disturbed, so that the “ relief 
did not appear to have helped much in this respect. 
As regards general condition, the * relief’? mice lost 
slightly less weight than the ** no relief ’’ mice. both 
in the case of the Essex and of the farm mice. The 
farm mice lost more weight than the Essex mice, 
both in the *' relief’? and in the ** no relief ’’ chambers, 
but this may have been due merely to the fact that 
the farm mice were on an average two grammes 
heavier at the commencement of the experiment ; 
all the mice were young. growing animals and should 
have gained in weight. 

To sum up, then, the ‘ relief ’’ did not exert: any 
great effect upon the result except as regards the 
number of deaths in the Essex mice and as regards 
the two fairly healthy Essex mice. It may have 
helped these two, but it is obvious that the value of 
breathing oxygen at normal pressure for one hour 
daily did not appear significant, so that a longer 
period than one hour would be required. 


Summary and Conclusion, 

So far as the evidence goes, some rabbits, rats, and 
mice are more resistant to prolonged exposure to low 
oxygen pressure than is man. Mice previously acclima- 
tised in some degree cannot maintain normal health 
after a month's exposure to oxygen at 10 per cent. of an 
at mosphere (20,000 feet). This agrees with the evidence 
available from expeditions to very high altitudes. 
From numerous experiments (see also ® 7) it was 
obvious that the most resistant animals deteriorate 
when exposed for prolonged periods to oxygen pres- 
sures about 10 per cent. or under, and there did not 
appear to be any great difference in this respect 
between exposure to 10 per cent. (20,000 feet) and 7-5 


per cent. (29,000 feet). This is to be expected from 
the shape of the oxygen dissociation curve, the loss 
of a given volume per cent. of oxygen from the blood 
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to the tissues at low oxygen pressures in the arterial 
blood producing not a very great difference between 
the oxygen tensions within the tissues in the two 
cases under consideration—namely, whilst breathing 
oxygen at 10 per cent. and at 7:5 per cent. This 
was actually demonstrated by measurements of 
tissue oxygen tensions in acclimatised rabbits.°* 
The shorter the time spent below 16 per cent. oxygen 
pressure in the air (or above 20,000 feet), the less will 
be the deterioration. 

Breathing oxygen at normal pressure (about 
20 per cent.) for one hour daily did not greatly 
increase the resistance of the animals to low oxygen 
pressure, so that if oxygen is to be used at normal 
pressure at high altitudes it must be breathed for 
a longer time than this. This would involve a 
large increase in transport of oxygen, apparatus, «c. 
Recent improvements, however, have rendered such 
apparatus much lighter than formerly. 

It is difficult to estimate the powers of resistance 
to prolonged exposures to these very low oxygen 
pressures without a severe test. The choice of animals 
is, of course. more or less haphazard compared with 
that for climbers. Nevertheless the behaviour of 
the more resistant animals may with justice be com- 
pared with that of the specially selected climbers. 
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UNITED STATES OF AMERICA. 


(FroM AN OCCASIONAL CORRESPONDENT. ) 


The Vale Institute of Human Relations. 

THE history and development of this Institute is 
described in a recent address by Prof. M. C. Winternitz, 
dean of the Yale Medical School. While the medical 
school was concerned with the early treatment and 
prevention of mental disorder, Dr. Arthur H. Ruggles 
was building up a mental hygiene service for the 
benefit of the 5000 students in the University. 
Problems of behaviour were also of interest to other 
departments in the University, such as the department 
of psychology located in a different part of the city 
from the medical school. The Dean of the Law 
School, who as secretary of the University had been 
associated with the attempt to secure a secretary for 
the student body, became interested in the study of the 
causes underlying infractions of the law. He added 
a psychologist and a sociologist to his staff. So the 
need for a central institute for the study of man 
became apparent. Here will be represented biology 
with its applied sciences of medicine, public health, 
nursing, and sociology, with its allied law, business, 
industry, religion, &c. There are to be beds for 50 
“ guests’ at the institute. The guests will include 
some for whom detention has been prescribed in the 
interests of society, others from the general wards 
of the hospital or from the out-patient department, 
others again will be referred from the Juvenile Court. 
Some may enter of their own free will. None will 
come against his own wish. There will be recreational 
facilities as well as laboratories. 

Not only will professors from several different fields 
meet here to exchange viewpoints and contribute 
new light to the general problem, but students also in 
such widely different fields as medicine, law, and 
business administration will find in the institute a 
place where their diverse interests overlap. 


Training of Negro Doctors. 
There are two medical schools in the United States 
of America devoted exclusively to the training of 





Howard University. The capacity of these two 
schools together is not more than 100 graduates per 
annum. It is estimated that there were 94 coloured 
students in the medical schools of the North and West 
in 1928. This means that at present not more than 
120 negro doctors can be supplied yearly. Even so 
the difficulties of assigning senior students to clinical 
work in northern hospitals are very great—so great 
as to have led to the suggestion that they should be 
transferred to the already crowded schools for negro 
medical work already referred to. Yet the need for 
negro physicians is very great, especially in the south. 
For example, in Tennessee the death-rate among 
whites for 1927 was 10°2, while that for the negro 
population was 19°3. In the cities these two rates 
were respectively 15°3 and 288. In public health 
work it is urged that the negro physician and sanitarian 
understands the “ psychology ” of the negro people 
and can better secure their coéperation than a white 
health officer. 

At the thirty-ninth annual meeting of the Associa- 
tion of American Medical Colleges held recently the 
following resolution was introduced by Dr. E. P. Lyon, 
dean of the University of Minnesota Medical School, 
and was carried unanimously. 

Resolved : That the Association of American Medical Colleges 
recognises the need for better facilities for the education of negro 
physicians and nurses; that the attention of philanthropic 
citizens and foundations is directed to the opportunities afforded 
in the field of negro medical education ; and that we particularly 
call attention to the excellent work being done against great odds 
at the Howard University Medical School and the Meharry 
Medical School, and to the many needs of these institutions for 
buildings, hospital facilities, equipment and endowment. 


The two negro colleges are carrying on work of 
great value under difficulties. Howard University 
recently completed successfully a drive for a one-half 
million dollar endowment for its medical school. 
More than 60 negroes gave $1000 each to this fund. 
Sixty-one per cent. of the students registered there 
last year had a baccalaureate degree. A campaign is 
now under weigh in Chicago for an endowment of 
three million dollars. A million needed by the 
University for teaching and research has been given 
by John D. Rockefeller through the General Education 
Board. The Provident Hospital, where the nurses and 
medical students gain their clinical experience, has 
received a grant of three-quarter million dollars from 
the Julius Rosenwald Fund. It is ho to raise the 
balance of the endowment by public subscription 
during the present month. 


Ultra-violet Solarium for Cornell University. 

Dr. Smiley, medical adviser to Cornell University, 
and Dr. G. H. Maughan, of the department of physio- 
logy, have satisfied themselves as the result of 
experiments carried on over several years that ultra- 
violet irradiations do inhibit to a considerable extent 
the development of the common cold. An elaborate 
solarium equipped with 16 fifty-inch mercury tubes 
and five carbon arc lamps has been provided. It is 
said to be the first installation of its kind in an 
American University. 





IRELAND. 


(FROM OUR OWN CORRESPONDENT. ) 


Marriage Statistics in the Free State. 

THE Section of the Report of the Census of the 
Irish Free State for 1926 dealing with Conjugal 
Conditions was recently issued. It contains much 
interesting information. The most striking point is 
that there is a larger proportion both of unmarried 
males and of unmarried females in the Irish Free 
State than in any other country in the world of which 
figures are available. Of males between 25 and 
30 years 80 per cent. are unmarried ; between 30 
and 35, 62 per cent.; between 35 and 40, 50 per 
cent. ; and between 55 and 65, 26 per cent. Women 
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between 35 and 40 years of age 42 per cent. are 
unmarried. The percentage of unmarried women at 
each age-period is approximately three times that in 
America, and 50 per cent. greater than in England 
and Wales. The rate is much higher, both for men 
and women, in rural than in urban areas, Though 
marriage is late the number of children in proportion 
to the marriages is high, and has shown almost no 
change in the past 60 years, while in many countries, 
including England and Wales, there has been a great 
falling-off in the numbers. The late marriage age has 
another effect, in that the number of orphans is unduly 
high in the Irish Free State. Again, the age of 
marriage of the male being much higher than that of 
the female, the number of widows in the Irish Free 
State is high. It is noted that the more rapidly a 
population increases the smaller the proportion of 
old people in the community ; while in a decreasing 
population the proportion is large. In conformity 
with this general principle it is found that the pro- 
portion of people over the age of 65 in the Irish Free 
State is higher than in any other country the figures 
for which are available. It follows that an old-age 
pension scheme is a proportionately heavier burden 
in Ireland than anywhere else. 

The form in which Mr. John Hooper, Director of 
Statistics, and his colleagues, are issuing the Census 
Report is deserving of high praise. The facts are 
plainly set out, and are easy to arrive at. 


Dinner of the Royal College of Surgeons. 

The Charter Day dinner of the Royal College of 
Surgeons in Ireland was held last Saturday evening 
in the College Hall, with the President, Prof. Andrew 
Fullerton, presiding. The Governor-General of the 
Free State was the principal guest. The President 
spoke of the loss the College had sustained by the 
untimely death of his predecessor, Prof. T. E. Gordon. 
last July. He paid a sympathetic tribute to Mr. 
Gordon’s work both as surgeon and as _ teacher. 
The Governor-General, speaking confidently of the 
future of the Free State, drew attention to the 
extensions and improvements that had been made ‘in 
several of the Dublin hospitals during the past year. 
His Excellency is much interested in improving 
facilities for helping the sick, and before reaching 
his present high position had written on the subject. 
A pleasing interlude in a pleasant evening was the 
presentation by the Council of the College of silver 
cigarette cases to two students of the College School, 
Dr. Paul Murray and Mr. M. Crowe, who had played 
in the victorious Irish Rugby Football Team earlier 
in the day. Dr. Murray had made the score which 
gave Ireland the victory. 


The Tuberculosis Problem. 

Dr. P. C. Varrier-Jones, Medical Director of the 
Papworth Village Settlement, gave an interesting 
lecture last week before the Women’s National 
Health Association of Ireland, the Governor-General 
being in the chair. He said that the sanatoriums in 
England and elsewhere were filled as to two-thirds 
of their beds with ‘‘ middle ’’ and advanced cases of 
disease, with the result that the patients broke down 
when they got home. If dispensaries were devoted 
solely to the detection of early cases of tuberculosis, 
and if sanatoriums were employed for the arrest 
of these cases, all would be well. They were spending 
millions a year on the treatment of tuberculosis, but 
next to nothing on its prevention. Their scheme of 
sanatorium treatment did not solve the problem of 
the ‘‘ middle’? cases, and until a suitable environ- 
ment was provided for these cases the disease would 
spread. He went on to show that such an environ- 
ment could be created as had been done at Papworth, 
and the patients could support themselves by their 
own labour, and live fairly normal lives. He then 
gave, with the aid of a lantern, a detailed description 
of the life and work at Papworth. Further speeches 
were made in support of the project to establish a 
settlement on similar lines at Peamount, County 
Dublin. 


Dr. Nicholas Colahan. 

Galway has lost a veteran physician and teacher 
in Dr. Nicholas Whistler Colahan. He took his degree 
of M.D. of the Queen’s University of Ireland as long 
ago as 1872. In 1877 he was appointed to the chair 
of materia medica in Queen’s College, Galway, his 
colleague in the chair of medicine being his father. 
Dr. Nicholas Colehan. Prof. Colahan continued to 
fulfil the duties of this chair until some two or three 
years ago. He was also physician to the Galway 
Union Infirmary and Fever Hospital, and on the 
staff of the County Galway Hospital. He enjoyed a 
large private and consulting practice. As teacher in 
the College he was well known to many generations 
of the alumni of Galway. 


Dr. Garrett Hickey. 

Dr. Garrett A. Hickey, who died last week, took 
the licences of the Royal College of Surgeons and 
the Apothecaries’ Hall in 1890, and spent his whole 
professional life in New Ross, where he was medical 
officer to the workhouse hospital and to a dispensary 
district. He was one of the leading citizens of the 
town, and was held in much respect and affection 
by his neighbours. He took an active part in medical 
affairs, and was for many years one of the leading 
spirits in the Council of the Irish Medical Association 
and in the Irish Medical Committee. In these capa- 
cities he was well known throughout the whole pro- 
fession in Ireland, and trusted and respected by all. 


VIENNA. 
(FROM OUR OWN CORRESPONDENT. ) 


Tuberculosis in Vienna, 


THE chief medical officer of health, Dr. Goetzl, has 
lately given an instructive account of the campaign 
against tuberculosis in Vienna. All the age-groups, 
he says, show a distinct decline of morbidity, except 
those aged 50 and upwards. In this group males 
show a much higher increase than females. The 
municipal authorities in their campaign depend 
largely on compulsory notification, and reports of 
cases Sedna from hospital, which can be super- 
vised at welfare centres. In 1927 the insurance 
organisations were asked to notify to the Austrian 
Society for Fighting Tuberculosis any infective cases 
of tuberculosis coming to their knowledge, and as a 
result of their coéperation, 744 sources of infection 
were reported in 1928, only a few of them having been 
under observation by the Society previously. Another 
means of detecting a focus of infection is by way of an 
infected child. In the case of 1094 infected children 
an intradomiciliary source of infection was discovered 
in 613, and an extradomiciliary source in 150 cases. 
In 331 cases none could be traced. The list of 
infectious tuberculous patients in Vienna amounts at 
present to 5300 persons. Very interesting was 
Dr. Goetzl’s information about the attempts made to 
improve the housing conditions of infectious patients. 
In 1928, he said, out of 1272 dwellings, no less than 
780 (over 61 per cent.) badly required such improve- 
ment. In 342 cases the infectious conditions were 
removed ; in 96 the infectious patient could be 
permanently taken away, and in 45 the desired object 
was attained by finding another home for the 
threatened children. In 22 cases it proved possible to 
procure a healthy dwelling with a separate bedroom 
for the patient. A separate bed for the patient, at a 
satisfactory distance (2 metres) from the other beds 
was arranged for in 101 cases. It is noteworthy that 
in 149 cases the patient was refractory to all instruc- 
tions and refused to take the advice of the medical 
officer. In some other cases the negative result was 
due to the impossibility of obtaining a suitable lodging 
or of sufficiently separating the patient from his 





family within the home. 
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Operations on Injured Hearts. 


Acting on a suggestion of the celebrated surgeon 
Kiselsberg, it has become the custom here to demon- 


strate in the Gesellschaft der Arzte every case of 
injury of the heart which has been operated on. 
Thus at the last meeting Dr. Schey showed two men, 
on whom he had performed a cardiac operation and 
gave the details, which were briefly as follows :— 

A youth of 18 was brought to the hospital with severe 
cyanosis and dyspnoea; the radial and carotid pulses were 
not perceptible, the cardiac sounds were inaudible, and there 
was no hemothorax. A stab wound was visible in the 
fourth intercostal space, and an ope ration was performed 
at once (20 minutes after the injury was inflicted). No 
pulsation was seen on the exposed pericardium, but a 
small stab was seen on the anterior wall, closed by a clot. 
The pericardium was opened, the clot was removed, and then 
the heart began to beat and a profuse bleeding set in. By 
means of a catgut suture the heart was pulled forward and 
thus the bleeding wound in the anterior wall of the ventricle 
was exposed and could be closed with three sutures. But for 
a pleural empyema of short duration the patient made an 
uninterrupted recovery, and he has remained healthy ever 
since, 

In a second case, which proved fatal, the symptoms of 
cardiac injury were so far absent that it was at first doubted 
whether the heart was damaged at all. There was no shock, 
no cyanosis, no dyspnoea, and no increase of the cardiac 
dullness ; the murmurs were quite distinct and the pulse 
normal. But in the next 30 minutes symptoms of a rapid 
internal hemorrhage appeared, a diagnosis of pulmonary 
injury was made, and the thorax was opened. Only then 
was the cardiac injury found, and it was apparent that the 
lungs were uninjured. The patient died, 10 hours after 
operation, from embolism of the brain—a very uncommon 
complication. 

In a third case an unexpected thing happened. At the 
end of an operation for a stab wound of the heart a needle 
was dropped into the pericardial cavity and disappeared 
behind the heart. Only after a prolonged search was it 
recovered, with the bare hand, having travelled down to the 
point of origin of the great vessels. 

In the discussion following the demonstration, 
Dr. Popper related his experience of heart surgery. A 
patient with a revolver injury of the heart showed 
an entry wound on the left cardiac margin, but the 
place of exit of the bullet was not found, for the 
heart suddenly stopped beating when it was pulled 
forward for examination. The operation was com- 
pleted without trouble after vigorous massage of the 
heart. A radiogram, taken after three weeks. 
showed the bullet situated on the right posterior 
cardiac wall, just between the two ventricles. The 
patient made an uneventful recovery with the excep- 
tion of a slight pneumonia. In another case the 
patient had four wounds, two of which had pene- 
trated the pericardium, and showed severe sym- 
ptoms of cardiac hemorrhage. The main injury 
was on the tip of the heart and was closed with 
catgut. This patient also made an_ uneventful 
recovery, showing that the surgery of the heart is 
rapidly becoming a simple matter of routine. 


Voronoff’s Operation in the Vienna Old Age Asylum. 

For about a year several pupils of Dr. S. Voronoff 
have been experimenting on a few inmates of the 
Vienna asylum for the aged with the object of 
ascertaining the efficacy of Voronoff’s much-discussed 
method of rejuvenation. A number of old men were 
selected, who after careful examination by a neuro- 
logist, a physician, and a urologist, were thought fit 
for the test—that is to say, whose mental and physical 
condition were such that a good result might be 
expected. In only one case—a man of 74—has the 
implantation of testes of a baboon resulted in restora- 
tion of mental and physical activity. Six weeks 
after the operation the patient, who had shown 
marked signs of senility, was able to resume his work 
in the garden ; the tremor of his hands had disappeared, 
he felt quite fresh, and even his libido had returned. 
But the surgeon, Dr. Bachrach, who performed the 
operation, could not see any of the other evidence of 
rejuvenation—such as new growth of hair and 
disappearance of wrinkles—which Voronoff mentions. 
Even in this solitary favourable case the improvement 











was not permanent, and some of the troubles of 
senility soon returned. In the other cases operated 
on the results were either absent or so slight as to be 
negligible. In a few men there was a little improve- 
ment, which might be attributed to suggestion, but 
was not maintained at a control examination some 
months later. Bachrach thinks that the advanced 
senility of the inmates of the asylum was chiefly 
responsible for the negative resuits. The selected 
patients had no reserve forces, and the presence of 
such reservesis a sine qua non for the reactivation of 
manhood. The experiments thus show that only 
the ageing organism is fit for regeneration ; when the 
body is already quite senile, no good results can be 
expected. But in the other group favourable results 
are obtainable if we do not hope for too much. So 
far as is known all evidence of rejuvenation disappears 
within a few years. 


Recent Advances in the Treatment of General Paralysis. 
As G.P.I. is a chronic disease with sporjtaneous 
remissions, one cannot be sure of real improvement 
until after prolonged observation of a large series of 
cases. Treatment with malaria and recurrent fever 
passes this test, but all the later methods are still on 
trial. The Vienna school usually augments the 
specific treatment by adding a course of salvarsan up 
to 5 grammes. In cases refractory to malaria, and 
in a relapse after malaria, infection with recurrent 
fever proves almost as effective. Infection with 
rat-bite fever is similar but has not yet been adequately 
tested. The other methods with injection of living 
organisms into the circulation have proved, in the 
hands of the Vienna clinicians, quite valueless and 
even dangerous. Sulfosin (a suspension of 1 per cent. 
pure sulphur in olive oil) is painful and useless.’ 
Intravenous injection of 10 c.cm. of a 20 per cent. 
solution of sodium chloride (Valinsky) followed by a 
hot bath and pack, produces fever, but has been tested 
only in a few cases, and cannot be judged correctly. 
The same holds good of prolonged hot electric baths 
(Chvostek). Other experiments have been made with 
large doses of salvarsan, with tryparsamide (as 
reported from America), and with phlogetan and 
sodium nucleinicum. All these have given very 
little success and have been ineffective in many cases. 
Whatever treatment is to be given it is essential to 
secure the earliest possible recognition of this dangerous 
condition, and this can only be done by laboratory 
tests. It may be safely assumed that patients with 
a healthy liquor are rarely if ever in danger of 
acquiring a metaluetic affection. Therapeutic effort 
must therefore be directed towards making the 
liquor normal. So far malaria therapy stands alone 
as a safe means to this end, the favourable results in 
early cases reaching as much as 80 per cent. It has 
been shown that the degree and duration of the fever 
produced by malaria play an important part. 


? Favourable results with —— have been described by 
K. Schroeder in our columns (1929, ii., 1081).—-Epb. L. 


DONATIONS AND BEQUESTS.—-Mr. George Douglas, 
J.P., of The Bield, Bentinck-drive, Troon, Ayrshire, 
left £500 each to Broomhill Home for Incurables, Kirk- 
intilloch, the Royal Hospital for Sick Children, Glasgow, 
the Royal Samaritan Hospital for Women, Glasgow, 
and Kilmarnock Infirmary.—Mr. David Reuben Sassoon, 
of Queens-gardens, Hove, among other bequests, left 
£1500 to King Edward’s Hospital Fund; £600 to the 
Sussex County Hospital; £400 to the Royal Alexandra 
Hospital for Sick Children; £250 to the Brighton, Hove, 


and Preston Dispensary, and the Hove Hospital ; £100 to 
the Royal Surgical Aid Society ; and £1500 to the Spanish 
and Portuguese Jews’ MHospital._-Mr. Keith Ramsay 


Maitland, of Edinburgh and Dunbar, left £500 to the 
Dunbar and District Hospital ; £200 to the Dunbar, Belhaven, 
and Spott District Nursing Association ; and on the expira- 
tion of a life-rent, the following legacies : £2000 each to the 


Royal Infirmary, Edinburgh, and the Royal Edinburgh Hos- 
pital for Sick C hildren ; £1000 each to the Convalescent Home, 

Murrayfield, the Royal Edinburgh Hospital for Incurables, 
the Royal Blind Asylum and School, Edinburgh, and Queen 





Victoria’s Jubilee Institute for Nurses, Scottish branch. 
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PSITTACOSIS. 


A MEMORANDUM FROM THE MINISTRY OF HEALTH, 


A MEMORANDUM on psittacosis has been issued by 
the Ministry of Health (151/med.), calling attention 
to the prevalence and characteristics of the disease, 
the precautionary measures which should be adopted 
against its spread, and the investigations in progress 
and contemplated into its etiology and epidemiology. 


Prevalence. 

Since July, 1928, some 30 or 40 suspected cases 
have been brought to notice in England, principally 
in Cheshire, Warwickshire, and the London district. 
Numerous cases of human psittacosis have recently 
come to notice in South America, the United States 
of America, Germany, Austria, Czecho-Slovakia, and 
Switzerland. 

Characteristics of the Disease. 

Acute illness due to infection by parrots has been 
described from time to time in medical literature since 
Ritter first called attention to an outbreak in Switzer- 
land in 1879. In England, cases have been recorded 
by Beddows (1914), Gulland (1924), and Thomson.! In 
general, the disease in human beings takes the form of 
an illness, usually acute, with typhoidal and pneumonic 
symptoms. The pulmonary condition varies from a 
slight bronchial catarrh to massive consolidation of 
whole lobes of the lung; the *‘ typhoid ” symptoms 
may be severe or consist merely of headache and 
pyrexia, though frequently epistaxis, rose spots, 
abdominal distention, and, sometimes, diarrhoea are 
also present. The illness has frequently lasted many 
weeks, and in not a few cases has been fatal. 

The bacteriology is at present far from clear. 
B. psittacosis isolated from a sick parrot by Nocard 
in 1892, and by Perry in 1920, was found by Perry to 
be identical with B. aertrycke (Mutton). The presence 
of this organism has not been established so far in 
any of the recent English cases, or in the birds 
associated with them. Quite recent research points 
to a filtrable virus as the infecting agent of certain of 
the London cases (THE LANCET, Feb. Ist, 1930, p. 235), 
though it is as yet too early to say what significance 
these discoveries have.? 


Circums'ances of Occurrence. 

The usual history is that a patient with an illness 
resembling typhoid, or more rarely with an atypical 
pneumonia, is found on inquiry to have been in close 
contact with a sick parrot, parrakeet, or love bird. 
The incubation period in the person attacked may be as 
long as ten days. Transmission of the disease from 
one human case to another has occasionally been 
suspected but has not been definitely proved. The 
cases of human illness have mostly been infected 
by recently imported birds, the conditions favouring 
the bird disease being overcrowding, fouling of food, 
water, and cages. 

Apparently infection from bird to bird may occur in 
this country ; epidemics are unknown, however, at 
the Zoological Gardens in London, and even on the 
premises of bird dealers, where hygienic conditions 
are less favourable, outbreaks are uncommon. 
Infection may persist for periods up to four months in 
an apparently healthy bird. 


Precautionary Measures. 

There is no ground for apprehending danger from 
domestic parrots which have been kept in a household 
for many months or years apart from any introduction 
of new birds. On the other hand, this cannot be said 
as confidently in regard to most newly purchased 


?THE LANCET, 1929, ii., 117. 
An amplification of the preliminary note published by Dr. 
Bee oa. Dr. Western, and Dr. Levy Simpson in THe LANCET of 
Feb. Ist will be found on p. 345 of the present issue. Further 
reference to psittacosis will be found in our Parliamentary 
Intelligence columns.—Eb. L 





birds, and the public is likely for the present to be 
chary in buying birds which have recently arrived in 
this country, or whose history is unknown to the 
purchaser. This caution is not unreasonable. Persons 
owning these pets would be wise : ay attention 
to strict cleanliness of the cage and protection of food 
and water from fouling by the birds ; (6) to scrub and 
disinfect all articles which have been in contact with 
sick birds, as well as removing these from contact with 
healthy birds; (c) to avoid fondling and petting 
newly acquired birds. 


Investigations. 

Recent cases have been under investigation, espe- 
cially in and near Birmingham andin London. Medical 
officers of the Ministry have taken part in certain of 
these investigations and from their experience 
note the importance of ascertaining and recording 
certain points of detail in studying cases. These are : 


(a) Nature and period of the association between the 
human case and the parrot, and the directness of contact 
likely to convey infection. 

(b) The history of the bird, so far as it can be ascertained. 
with dates, particularly including the date of the bird 
becoming ill. 

(c) The date of the attack in the patient and the symptoms. 

(d) Whether there has been any evidence of the associa- 
tion of the patient with previous human cases. 


Medical officers of health, besides transmitting 
information on cases reported to them, can assist 
by :— 

(1) inquiring, in all notified cases of enteric fever or 
pneumonia, into the possible association of the patient with 
sick or recently dead birds ; 

(2) instructing sanitary inspectors and health visitors to 
be on the look out for illness among pet parrots, budgerigars, 
&e. ; 

(3) Unless adequate facilities for research are available 
or preferred elsewhere, forwarding to the laboratory of the 
Ministry :—(a) bodies of birds which seem to have been 
connected with cases of human illness ; (b) portions of liver, 
spleen, lungs, bone-marrow, and lymph glands, in 50 per cent. 
sterile glycerin, diluted with normal saline, from fatal 
human cases where a post-mortem examination has been 
made. Specimens should be dispatched in conformity with 
the post office regulations as regards pathological material 
and addressed to the Ministry of Health Laboratory, Dudley 
House, Endell-street, London, W.C. 2, 





Information regarding cases or suspected cases of 
psittacosis should be communicated to the Medical 
Officer of Health of the district, or if desired, direct to 
the Ministry (Senior Medical Officer (Med. 1) ). 


DEATH FROM Psrrracosis.—At the London Ho: - 
pital on Feb. Sth an inquest was begun by Deputy Coroner 
Dr. W. Bentley Purchase upon one of the victims of 
psittacosis, Mr. Dennis Sullivan, of Barking, said that 
the deceased, Lilian Rogers, was his sister-in-law. She was 
30 years old. The house surgeon at the London Hospital 
gave evidence that the deceased was admitted on Jan, 28th 
with her brother Edward. Both were suffering from 
psittacosis. The other brother, James, was admitted on 
Jan. 30th with the same illness. The parrot had been bought 
on Jan. 10th, seemingly ill, and died on Jan. 22nd. When 
admitted the deceased was comatose and had pneumonia, 
gradually became worse, and died on Feb. 2nd. The post- 
mortem examination showed that she appeared to have 
died of psittacosis. Apart from that she was healthy. Edward 
had almost identical symptoms and was not yet out of 
danger. The deceased’s brother James was progressing 
favourably. When this disease was first discovered in 1806 
it was thought to be due to the Bacillus psiitacosis, but this 
was not brought out by subse quent investigation. There 
was a recorded case of transmission from one human bei ing 
to another, with a history of having used the same hand- 
kerchief. The disease was not unlike typhoid, with symptoms 
in the lungs. Dr. Fenton, of Barking, said the parrot was 
bought on Jan. 10th with two others. One bird went to 
the Rogers family, one to Romford, and the third to a 
resident of Stepney. The first two birds were dead, but 
the Stepney one had been secured by the London Hospital 
alive, but very ill. The deceased was taken ill on Jan. 23rd 
and Edward on Jan. 25th. The latter went to bed with 
a temperature of 102-6° F., suffering from photophobia and 
severe headache. The Deputy Coroner said this was not 
an inquiry which he could finish that day. He desired 
some more information, and adjourned the inquest until 
March 4th. 
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Correspondence. 


“ Audi alteram partem.’’ 


RADIUM OR EXCISION FOR EPITHELIOMA 
OF THE TONGUE. 
To the Editor of THE LANCET. 


Str,— Mr. Ogilvie’s letter contains a fallacy which 
appears likely to provide difficulties whenever any 
attempt is made to compare statistically the results 
of surgical treatment with those of treatment by 
radium, in that he does not take into account the 
operability rate. To compare Regaud’s figures, 
which are based on cases of which only some 20 per 
cent. were operable when submitted to treatment, 
with those of surgical excision which were necessarily 
all operable, is to reduce statistical comparison to the 
absurd. A further point which appears to me to be 
of far greater importance than statistics can ever 
convey is the fact that the patient treated by surgery 
is necessarily a mutilated patient, the one treated by 
radium is not. Actually the time has not yet come 
when statistical comparison between surgery and 
radium can fruitfully be made, but if we consider the 
patient as a human being rather than as a unit in a 
group of figures, then, in the case of cancer of the 
tongue at any rate, there can be little doubt as to 
which method has the most to offer him. 

I am, Sir, yours faithfully, 
E. G. SLESINGER. 

Wimpole-street, W., Feb. 9th, 1930. 


THE SALE OF WEED-KILLER. 
To the Editor of THE LANCET. 


Sir,—I wish to direct your attention to a matter 
of grave importance— it is this: although no lay 
person can obtain poisons from a chemist without 
giving his or her name and address, anyone can 
go to an oil shop and purchase enough weed-killer 
to end the days of 50 persons without being asked 
any questions. In the inquest on the Stanley family 
it was stated that a teaspoonful of weed-killer was 
a fatal dose, and that mixed with ordinary food 
it was quite tasteless. What a terrible state of 
affairs this is, and how unsatisfactory for the medical 
profession ; a doctor cannot know that the patient 
has taken weed-killer until he has had the vomit 
analysed, but by that time the patient is dead, 
so that nothing can be done for him. I trust you 
will use your influence to have this state of affairs 
altered as soon as possible. 

I am, Sir, yours faithfully, 
Eric CLINE, M.R.C.S. Eng., L.R.C.P. Lond. 

Weybridge, Feb. 8th, 1930. 


*, * Our correspondent rightly draws attention to the 
perilous ease with which weed-killer can be purchased. 
The law is not now so vigorous as in the time of 
Henry VIIf. when, after a deplorable incident in 
the Bishop of Rochester’s household, Parliament 
imposed on persons found guilty of wilful poisoning 
the penalty of being boiled to death. Nowadays, in 
spite of restrictions on the sale and possession of 
poisons and ‘* dangerous drugs,”’ a would-be murderer 
can easily equip himself with a tin of the right stuff 
at an oil store. The Arsenic Act of 1851 is still 
upon the statute-book, but Section 2 of the Poisons 
and Pharmacy Act of 1908 seems more anxious 
to encourage the sale of sheep-dip and weed-killer 
than to protect His Majesty's lieges from being 
poisoned. The Section provides that sale is to be 
under licence of the local authority and subject 
to regulations. It is commonly said that local 
authorities take these responsibilities lightly and 
that the few formalities required by the regulations 
are neither widely known nor invariably obsei ved. 
facilities for buying sheep-dip and weed-killer are 





commercially desirable, but are there no prospect: 
of non-poisonous preparations being produced which 
will satisfy the requirements of farmer or gardener ? 
Quite apart from statute, there is a common-law 
duty of persons who possess poisons to take good 
care that they are so securely kept as not to be 
a source of injury to others. If it be true that weed- 
killer is sometimes sold to minors or others without 
adequate inquiry, it would seem that this common-law 
duty is not discharged.—Eb. L. 


BERI-BERI IN A WHALING EXPEDITION. 
To the Editor of THe LANCET. 

Sir,—I was much interested in your annotation 
(p. 250) on Dr. Nissen’s experience of beri-beri in an 
antarctic whaling expedition. During the 1927-28 
season I was in the antarctic as medical officer on a 
whaling ship and was called on several occasions to 
other ships to see cases of beri-beri. I had with me a 
very limited quantity of marmite which I gave in 
small quamtities to these cases. The improvement 
shown in the few days prior to the men being sent to 
the base was so striking that I pué in a strong recom- 
mendation tothe company that in future all their ships 
should have an adequate supply of marmite on board, 
to be used for the prophylaxis of beri-beri. This has. 
I believe, been done with excellent results. 

I am, Sir, yours faithfully, 
Edinburgh, Feb. 5th, 1930. Joun B. Rovut, M.B. 


SPINAL ANAESTHESIA. 
To the Editor of Tue LANCET. 


Sir,—Dr. Howard Jones says the explanation of 
the escape of the phrenic motor roots when numbness 
in the neck follows a novocain injection is simple ; 
and he suggests that it is as follows: 

‘**(1) The upper remnant of a heavy solution tends to 
affect the posterior roots more than the anterior.”’ 


Quite so, but I am using a lighter solution. Clouds 
of witnesses will testify to this. They have seen the 
cerebro-spinal fluid as it comes into the syringe drop 
by drop fall to the bottom leaving the spinocain or 
May and Baker’s solution at the top. The tendency 
therefore would be for it to affect the anterior roots. — 

**(2) The concentration in the cervical region is too dilute 

to affect motor fibres.”’ 
A few months ago I saw a patient unconscious. 
analgesic from head to foot, and pulseless, whom the 
surgeon declared to be dead—not only dead, but 
that he smelt dead (this was partially true, for he had 
four feet of completely gangrenous gut inside the 
abdomen)—whom I declared to be alive, simply on 
the grounds that he was breathing regularly, albeit 
quietly. This ground proved to be solid rock, and 
he recovered, Here, then, apparently Dr. Jones and 
I are agreed, that the concentration in the cervical 
region is too dilute to affect the motor fibres. But 
the concentration used was amply sufficient for all 
operative procedures. In other words, in the con- 
centration commonly used and necessary, novocain 
paralyses receptors, leaving the phrenic motor roots. 
nerves, and diaphragm active. 

One case is not enough, so let me quote Jonesco, 
who, using mostly stovaine, but also novocain, records 
1387 cases which he injected ‘*‘ au dessous de la 
proéminente.” with successful analgesia without 
fatality. Here again the concentration in the cervical 
region was too dilute to affect the motor fibres— for 
all these patients must have breathed. The pape 
of Koster and Kasman, to which you referred in your 
issue of Jan. 18th (p. 145), shows that novocain will 
not paralyse the phrenics; it does not offer any 
explanation of the paralysis of the abdominal muscles. 
I think it is a fair inference from their paper to suppose 
that in the strength used novocain paralyses 
abdominal muscles merely by cutting off afferent 
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impulses. In any case I am not sure that the 
explanation is as simple as Dr. Jones suggests. Obitu 

The matter is one of great importance. The arp. 


present objection, and a very real one, to spinal 
analgesia for upper abdominal surgery, is due to the 
fact that manipulation of viscera sets up afferent 
impulses in the vagus. These impulses always cause 
more or less distress ; usually the distress can be borne, 
it depends on the patient. If we could safely anzesthe- 
tise the vagus, there would be no more objection to 
spinal analgesia for upper abdominal work than there 
is now for (say) a hernia, or the amputation of a toe. 
Consciousness is hardly an objection. If it could be 
definitely established that novocain paralysed receptors 
only in a strength which would produce complete 
analgesia, the problem would be solved. Jonesco, 
Kasman, and Koster seem to have done it. 

I am, Sir, yours faithfully, 

Manchester, Feb. 11th, 1930. KE. FALKNER HILL. 


cO, FOR PULMONARY AERATION. 
To the Editor of THE LANCET. 


Sir, May I calf attention to what is presumably a 
slip in Dr. Fuller's article on Post-operative Pulmonary 
Complications in THE LANCET of Jan. 18th (p, 121) ? 
If ‘50 per cent. CO, in air’ was actually given, it 
is hardly surprising that patients would not tolerate 
it, for 5-10 per cent. is the concentration commonly 
employed, and it is very doubtful if higher concen- 
trations could be tolerated by conscious persons for 
any length of time. 

I am, Sir, yours faithfully. 
R. J. CLAUSEN, 

Clifton Hill, St. John’s Wood, N.W., Feb. 2nd, 1930. 


A FACTORY CLINIC. 
To the Editor of THE LANCET. 


Str,—The opening early this spring of a factory 
clinic in the Swiss mountains for certain victims of 
tuberculosis coincides so nearly with the publication 
of last year’s preliminary vital statistics that one may 
be forgiven for suggesting that the Ministry of Health 
might do worse than explore the possibilities of the 
Swiss idea for adaptation amongst ourselves. 

At Leysin, 4500 feet above sea-level, there is now 
being completed, under the direction of Europe’s 
most eminent practitioner of sun healing, Dr. Auguste 
Rollier, a series of open verandah workshops several 
stories high. All the beds are provided with work- 
tables and special apparatus to allow the patients, who 
are surgical cases, to work in any position required 
for their cure. Here in the open sunlight, or, when 
the cold winds come, behind vita-glass windows 
letting in the natural ultra-violet rays, they will turn 
out watches, stockings, pottery, speedometers for 
aeroplanes and motors and other products, all at the 
usual industrial rates. I am told that the work for 
some time to come has already been contracted for. 

If we mean to mend the grave situation disclosed 
by last year’s figures for births and deaths, in which 
the part of the white scourge must have been dire, 
here surely is an agency full of hope not less from the 
point of view of prevention than from that of actual 
cure. I am, Sir, yours faithfully, 

House of Commons, Feb. 10th, 1930. H. H. LAWRIE. 


HALIFAX INFIRMARY.—Last year this hospital 
treated 4114 in-patients. Their average stay was 17-6 days, 
a minute fractional increase upon the figure of the preceding 
year. Each one cost £5 5s. 11d., as against £5 3s. 6d. in 1928 ; 
the cost per occupied bed was £130 1s, 2d.—in the preceding 
year it was £129 6s. 7d. The maternity cases numbered 360, 
and 340 children were born. Motor accidents treated 
numbered 120; they cost £1300, and occupied ten beds 
during the whole of the year—one patient was admitted in 
June, 1928. Workpeople’s contributions reached the 
high-water mark of £9659. 





JOHN WRIGHT MASON, 


D.P.H. 

THE death of Dr. Wright Mason, in his seventy- 
eighth year, leaves a gap in the ranks of the pioneers 
of sanitat'on in this country. It is now nearly 50 
years since he was appointed medical officer of health 
for Hull—now the city of Kingston-upon-Hull and 
under his guidance the department which he con- 
trolled grew from almost a single-handed affair to one 
containing some 600 persons. He took a_ keen 
interest in all developments of public health work—- 
though he had misgivings about the wisdom of som > 
of its more recent advances—and his knowledge of 
infectious diseases and what is now called environ- 
mental hygiene was unsurpassed. He had dealt with 
cholera, plague, and serious small-pox epidemics, and 
he was resp nsible for the erection of one of the finest 
disinfecting and contact stations in the country. His 
chief loves were, however, medico-legal work and 
port sanitation. Until a few months of his ret rement 
in 1925, he acted, single-handed, as police surgeon to 
a force of some 1000 men : he took a daily sick parade 
and spent much time visiting sick policemen in their 
homes. He had a wonderful collection of specimens 
from cases of medico-legal importance, and an honour 
which he esteemed highly was that of Examiner in 
Forensic Medicine in the University of Edinburgh. 
He was an authority on port sanitation, was one of 
the founders, and for some 30 years the honorary 
secretary and treasurer of the Association of Port 
Sanitary Authorities of the British Isles. He was 
always too busy to have many hobbies, but he took 
a great interest in the Volunteer movement. Free- 
masonry. and the collection of old armour. He 
resigned his public offices in March, 1925, and was 
the recipient of many gifts. His wife predeceased 
him by two years. He lost a son in the war, and is 
survived by four sons and a married daughter. 


M.B.E., M.B. ABERD., 


JOHN KEKWICK, M.R.C.S. ENG., L.D.S. 


Mr.John Kekwick, whose death occurred on Jan. 27th. 
was a Carlisle man, and succeeded to a_ practice 
which had been founded by his father, and carried on 
by his uncle. He was educated at the Middlesex and 
Royal Dental Hospitals, being house surgeon at the 
latter hospital after qualifying in 1891. His practice 
was a very extensive one, his name being well known 
and much respected throughout the Border Counties. 
He held the position of dental surgeon to the Cumber- 
land Infirmary from 1899 to 1911, and returned again 
in 1914, at the outbreak of the late war, when the 
hospital staff was depleted by war service. An active 
member of the North of England Odontological 
Society and British Dental Association, he retired 
from practice only six months ago, after a long illness, 
but for some years he had made his home in the 
country. He was an enthusiastic gardener, the 
countryside always appealed to him, and he had 
many friends amongst the agricultural community. 
He leaves a widow and three sons, of whom the second 
is a medical student at Cambridge. 


** ABUSING ” THE NAME OF A HospiraL.—In decid- 
ing to support a contributory scheme for the benefit of the 
Warneford Hospital, the Leamington Chamber of Trade 
protested against what was described as the “ abuse ”’ of the 
name of the hospital by organisers of entertainments on its 
behalf, who inundated the members with request for gifts 
towards whist-drives, &c. These very numerous enter- 
tainments last year produced only £204 for the hospital. It 
was stated that a large proportion of the proceeds was 
swal owed up by expenses and that balance-sheets were not 
sent to the hospital. It was decided to make representations 
to the hospital committee on the subject, it being thought 
that every entertainment in aid of the funds should be 
officially sanctioned. 
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Parliamentary Intelligence. 


HOUSE OF LORDS. 
WEDNESDAY, FEB. 5TH. 
PSITTACOsIs. 

The Earl of ONstow asked the Government how many 
cases of psittacosis or “ parrot disease ’’ had been recorded 
since June Ist, 1920; what steps had been taken to prevent 
the spread of the disease, and whether there were any 
restrictions imposed on the importations of parrots, and, if 
so, of what nature ? 

Lord DAWSON said he desired for a few minutes, before 
the answer was given on behalf of the Government, to draw 
attention to a few facts. He did not do so in any critical 
spirit, because the present health administration of the 
country had rightfully the confidence of the public. This 
was not really a new disease. It was a disease which had 
been known for some time, but it was new in this respect 
that it had recently become a matter of some anxiety in 
certain districts of England. There was no fear of it becom- 
ing rapidly diffused, like influenza. It would not spread 
in that universal way, but it would spread in patches. It 
was a disease which broke out among small communities of 
people and families, but in the patches where it did appear 
they were liable to get a mortality which was very depressing. 
He would illustrate that by this instance. A boy bought 
@ parrot a little while ago—because the incubation period 
was anything from ten days to three weeks—and it was 
noticed by his mother that the parrot was not very well. 
The mother attended to the parrot and cleansed the bird’s 
eyes. The bird died, and a daughter who had never had 
any contact with the parrot during its life, took the body 
and deposited it in the dustbin. The girl who had removed 
the body of the parrot died after a week's illness, and at 
the present time the mother and two sons were gravely ill 
from the disease. That was apt to give a very serious 
importance to this disease, because it was liable when it 
did break out to have somewhat dire results. On the 
other hand, it did not carry with it any necessary anticipa- 
tion of a widespread epidemic like influenza. 

It was mainly the parrots of South America which were 
responsible for the disease. Some months ago 500 parrots 
were dispatched from Argentina to France. Some 200 of 
them died en route, and the presumption was that the 
remaining 300 were not desirable visitors to the French 
Republic, for the result of their being landed was that 
France had an outbreak of this disease; and Argentina 
itself had an outbreak last July. It seemed that there 
were two courses open for consideration. Of course the 
Ministry of Health knew the difficulties of each of them 
better than other people. One was to put the parrots into 
quarantine. There always was a lighter side even to serious 
happenings. He pictured a quarantine of parrots. He 
hoped they would be in some remote island, like Lundy 

Island, because they would provide serious entertainment 
for those who survived. If they were to put on to that 
island certain members of His Majesty's Forces they would 
find that those who survived had a knowle -dge of language 
which would make them highly saleable when this epidemic 
had passed. The a'ternative to that was an embargo. 
He knew that that was a dangerous word to those who 
used it in a political sense. But they had to put an embargo 
on diseased meat, and animals which were likely to be 
diseased when they were killed, and he suggested for the 
consideration of the Government whether seeing that a 
parrot was, after all, a luxury, and that now, if the parrots 
arrived in this country, the pub lic would put them out into 
the streets, as they had been doing frequently already, it 
was not almost better to put an embargo on the importation 
of these parrots for a reasonable time till the disease was 
past. He thought that the mere announcement by the 
Government that they were going to introduce an embargo 
would probably put a stop, for the time being, to their 
dispatch here from Argentina. In view of the experience 
of 500 parrots being dispatched to France, 200 of which 
had died en route, they were really unnecessarily spreading 
a@ disease unless they took action. He thought that it was 
very important that no alarm should arise over this question, 
beyond what was proper and fitting. 

Lord MARLEY, replying for the Government, said that 
he was sure that the House would welcome the intervention 
of Lord Dawson who was able to speak with such authority 
on this matter. The noble lord had paid a tribute to the 
work of the Ministry of Health which he was sure their 
Lordships would agree was well deserved. In the first 
place psittacosis was not compulsorily notifiable, and con- 
sequently they had no complete records of the disease. 
Since June Ist last the Ministry had received information 
of 40 cases in this country, in some of which the available 








particulars established only a suspicion of the disease. The 
Ministry were advised that the danger of the spread of the 
disease from human contact was practically negligible. 
If there were, for example, no parrot in a house the occu- 
pants of that house would appear to be safe. To deal with 
the spread of the disease, therefore, they had to re ‘ly upon 
precautions adopted with re gard to the parrot itself. The 
Ministry were advised that the matter might become serious ; 
they had therefore prepared a memorandum setting forth 
suchinformation as was available with regard to the diseas« 
and the precautions which should be observed in the car« 
and handling of parrots. The memorandum would be 
circulated shortly to local authorities and would be on sale. 
There were at present no restrictions on the importation of 
parrots. He did not think that any member of H.M. Forces 
would welcome being placed on L undy Island with imported 
parrots, and he was not quite certain to which—the parrots 
or the members of H.M. Forces—-Lord Dawson had referred 
when he said that they would learn bad language. But 
he (Lord Marley) was advised that under the existing law 
restrictions could only be imposed if it were established that 
measures were necessary in order to prevent the spread of 
the disease. The Ministry of Health felt that further 
information was necessary before they would be justified 
on grounds of health in imposing restrictions on importa- 
tions. They were further informed that practically no 
commercial consignments of parrots reached the country 
during the winter months. , 


HOUSE OF COMMONS 
WEDNESDAY, FEB. 5TH. 
Medical Examinations for Entrance into the Navy. 

Mr. W. G. Hawi asked the First Lord of the Admiralty 
if he was aware that boys who had passed the educational 
test and two medical examinations for entry into the Navy 
were liable to rejection by a third medical examination on 
entry ; and if he would see that the first medical test was 
made more thorough in order to avoid expense to parents 
and disappointment to boys.—Mr. AMMON replied: | 
assume my hon. friend is referring to boy artificers. These 
boys frequently volunteer to undergo a preliminary medical 
examination some time before taking the educational test. 
Those who pass this educational test undergo an official 
medical examination for entry into the Service which is 
normally final. But those who join after a lapse of 14 days 
or more are again medically examined on arrival in their 
ship or establishment. 


Deaths from Dangerous Drugs. 

Major CARVER asked the Home Secretary whether, in 
view of the statement of one of the British assessors at the 
recent meeting of the League advisory committee on the 
traffic in opium and other narcotic drugs to the effect that 
the destruction of life caused by this traffic could be com- 
pared with that of a modern battle, he could give any 
statistics showing what the mortality wasin this country from 
drugs.—Mr. CLYNEs replied: I have seen a Press report of 
the remarks made by the President of the Central Opium 
Board. They obviously related to the world traffic in drugs 
rather than to the state of affairs in any one country. The 
Registrar-General has furnished me with the following 
figures relating to deaths from drugs coming within the 
Dangerous Drugs Acts in England and Wales, 1921-1928 :— 


M. F. Total. 
A. Deaths from Opium and other Narcotic Drugs. 

In 8 cases (6 m. and 2 f.) death was due to 
“the drug habit "’ or the use of narcotics, but 
there is no information available to show 
whether the drugs used came within the pro- 
visions of the Dangerous Drugs Acts .. .. 18 15 633 


~ 


Deaths from Suicide by Opium and other 
Narcotic Drugs.—In 10 cases (7 m, and 3 f.) 
death was due to the use of narcotics or 
opiates, but there is no information available 
to show whether the drugs used came within 
the provisions of the Dangerous Drugs Acts 57 22 79 


C, Accidental Deaths from Opium and other 

Narcotic Drugs.—In 9 cases (5 m. and 4 f.) 

death was due to narcotics or opiates, but 

there is no information available to show 

whether the drugs came within the pro- 

visions of the Dangerous Drugs Acts... .. 64 31 a5 
Homicide by other Means.— Morphia - - 1 


THURSDAY, FEB. 6TH. 
Prevention of Bovine Tuberculosis. 


Lieut.-Colonel FREMANTLE asked the Minister of Health 
if, with a view to effective codrdination of effort to prevent 
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the spread of bovine tuberculosis from cattle to man and 
to promote the consumption of milk, he would issue, for the 
guidance of the public, a review of the main facts, experi- 
ence, and conclusions on which action should be based.— 
Mr. GREENWOOD replied: I have given instructions for the 
preparation of a report summarising the exist ing information 
on this subject. 


Tubercular Pensioners and Final Awards. 

Mr. OLIVER BALDWIN asked the Minister of Pensions 
whether he would place all tubercle-bacillus poe cases 
on a permanent basis, as the present method of dealing with 
such cases led to differential treatment.—Mr. F. O. RoBERTS 
replied: It is the practice to make final awards in all cases 
of tuberculosis which are found to be suitable, but having 
regard to the nature of the disease it would not be in the 
best interests of the pensioners to make such awards as a 
matter of course. The present practice is, in my view, 
hetter adapted to preventing differential treatment than 
that suggested by my hon. friend. 


The Treatment of Lunatics. 

Mr. FREEMAN asked the Minister of Health whether he 
had considered the present method of the maintenance of 
lunatics in large institutions and in private asylums, and 
whether he had considered their maintenance in cottage 
homes as an alternative; and, if so, whether he proposed 
to take any action in the matter. —Mr. GREENWOOD replied : 

I am advised that the majority of patients cannot be suit- 
ably provided for except in institutions, but the question 
of boarding out in rural districts patients of the quieter 
type is under consideration. My hon. friend will, however, 
appreciate the difficulty of the matter in present circum- 
stances, 

Medical Practitioners and Local Authorities. 

Major McKenzie Woop asked the Minister of Health 
whether he proposed to introduce legislation to relieve 
medical practitioners of disabilities arising out of contracts 
with loeal authorities of which they were members; and, 
if so, whether he would consider the position of other 
members of county councils who might have received 
contracts placed by bodies of which they were not them- 
selves members but whose duties were about to be taken 
over by committees of the new county councils.—Mr. 
GREENWOOD replied: The recommendations of the Royal 
Commission in regard to medical practitioners are under 
my consideration, but I am not contemplating legisiation 
to remove disabilities of persons who are now members of 
local authorities and may become disqualified by operation 
of law on April Ist. The latter part of the question does 
not therefore arise. 


Orthopedic Treatment of Children. 

Lieut.-Colonel ACLAND-TROYTE asked the Minister of 
Health whether he proposed to introduce legislation to 
allow lecal aut horities to pay for the orthopedic treatment 
of children. plied: I am advised that 
noes sanitary authorities already have power to provide 

1 necessary hospital treatment ler orthopedic patients, 
— that under Section 14 of the Local Government Act, 
1929, county councils will have this power as from April Ist 
next. 





Punishment by Flogging. 

Mr. FREEMAN asked the Home Secretary whether, in 
view of the fact that flogging, whipping, and birching had 
been abolished in the Navy without discipline having suf- 
fered, he would consider abolishing these forms of punish- 
ment for the civil population in certain circumstances. 
Mr. CLYNES replied: While I must recognise that there is 
a widespread belief in the efficacy of corporal punishment 
for certain classes of crime, I think that the position might 
very well be reviewed in regard at any rate to some of the 
offences for which such punishment is now authorised by 
the criminal law, and I should be glad to take the matter 
up if a suitable opportunity presented itself. 

Dr. HAsTINGs asked the Home Secretary whether he was 
aware that on Jan. 3lst a man sentenced to 15 strokes of 
the ‘“‘cat’’ jumped to death at Wandsworth gaol rather 
than receive this punishment; how many children and 
adults were sentenced to the * cat” in 1920; and whether 
in future he intended to forbid this form of punishment. 
Mr. CLYNES replied: No, Sir. The published reports of 
the inquest make it clear that the man in question killed 
himself because he feared 10 years’ penal servitude, and not 
because he feared the * cat.” He committed suicide a 
week before the expiration of the time allowed for appeal, 
and therefore a week before the earliest date on which the 
flogging could have been carried out. The last complete 
vear for which figures concerning sentences of the ** cat” 
for criminal offences are available is 1928. In that year 
13 persons over 21 and 3 persons aged between 16 and 21 
were ordered the ‘“ cat’ in England and Wales for criminal 
offences. No persons under 16 were ordered the “ cat.” I 





have no power to forbid a form of punishment prescribed 


by Act of Parliament ; but on the question whether legis- 
lation is desirable to restrict the classes of offence for which 
the *‘ cat” can be ordered, I would refer my hon. friend to 
the answer I have already given. 


Silicosis Scheme. 

Mr. HorrMaAN asked the Home Secretary if he now 
proposed to extend the scope of the metal-grinding (silicosis) 
scheme; if so, what classes of workers such extension 
would cover; and when it was proposed it should become 
operative.—Mr. CLYNES replied: I now propose to extend 
the scheme to include workers employed on segmental 
wheels (Slacks machines) fitted with sandstone, and I have 
sent a ‘draft amending order to employers’ and workers’ 
organisations to give them an opportunity of submitting 
any observations upon it before it is finally made. The 
draft provides that the amending order shall take effect 
on April Ist and shall apply to all workmen employed in 
the processes on or after the date on which the order is 
made. 

Treatment of Cancer. 

Mr. R. S. YouNG asked the Minister of Health if he had 
any knowledge of any apparently successful treatment of 
cancer in this country outside the limits of the recognised 
medical profession. Mr. GREENWOOD replied: Numerous 

methods of treating cancer, advocated or practised by 
persons who are not members of the recognised medical 
profession, are brought to the notice of my department 
from time to time and carefully considered, but I am 
advised that none of them has proved, when judged by 
scientific standards, sufficiently successful to call for action 
in its support by the Ministry. 

Mr. YounG: In view of the grave anxiety that exists 
concerning this disease may I ask the right hon. gentleman 
whether if any such treatment were submitted to his depart- 
ment the question of its suitability would be decided purely 
and exclusively on its merits, irrespective of its source ? 

Mr. GREENWOOD : Certainly. 


Deaths from Cancer. 

Mr. R. S. YounG asked the Minister of Health if he could 
give the total deaths from cancer in this country for 1929 
or for any period of 1929; the deaths in the London area ; 
and what proportion these figures represented of the respec- 
tive totals of cases reported and treated.—Mr. GREENWOOD 
replied: There were registered in England and Wales 
during the period Jan. Ist, 1920, to Sept. 30th, 1929, 
42,687 deaths (19,627 males and 23,060 females) which were 
classified to cancer. (Figures for December quarter, 1929, 
are not yet available.) Of these, 5155 (2402 males and 
2753 females) were of persons whose usual place of residence 
was in London. These figures should be regarded as 
provisional. No information is available as to the number 
of cases treated. 

Major Giyn: Will the right hon. gentleman consider 

making this disease notifiable ? 

Mr. GREENWOOD: That is a question of which I should 
like notice, because it is not an ordinary infectious disease. 


Radium and Treatment of Cancer. 

Mr. Louis Smrra asked the Minister of Health whether 
the Nations Radium Commission was providing funds for 
the establishment in the provinces of radium buildings 
for the treatment of patients suffering from cancer and 
other diseases ; and, if so, what towns had been selected as 
suitable.—-Mr. GREENWOOD replied: Under the Royal 
Charter by which the Radium Commissions are constituted, 
funds cannot be placed at their disposal for the purpose 
indicated in the question. The answer to the first part of 
the question is therefore in the negative, and the second 
part does not arise. 


Imported Preserved Mitk. 

Mr. OswaLp Lewis asked the Minister of Health what 
steps his department took to ascertain whether the various 
forms of preserved milk which were imported into this 
country were produced under hygienic conditions, and to 
determine whether they contained anything which rendered 
them undesirable as a form of food.—Mr. Greenwoop 
replied: A few years ago my department sent a special 
Commission to Holland and Denmark to ascertain the 
conditions under which the preserved milk imported from 
those countries is produced. Information has also been 
obtained on the occasion of visits, and otherwise, as to the 
conditions of production in other countries. Imported 
preserved milks are sampled by Customs officers and by 
officers of local authorities, and are analysed by the Govern- 
ment chemist and the public analysts. 


Subsidy for Slum Clearance. 


Sir KinGs_LeEY Woop asked the Minister of Health the 


total amount paid by Exchequer subsidy towards the cost 
GREENWOOD replied : 


of slum clearance since May last.— Mr. 
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The amount of Exchequer subsidy paid by my Department Deaths from Small-po.r. 
in connexion with slum clearance schemes since June Ist : a 
; Pras \ _ ES AsSKe . \ Tr F: - f 
last to the present date is £54,345. Ir. GROVE asked the Minister of Health how many 


Fes. 10TH. 
Ventilation in the House of Commons. 

Mr. Srrauss asked the First Commissioner of Works 
whether his attention had been called to complaints as to 
the ventilation of the Houses of Parliament; when the 
present system was installed; and whether he was taking 
any action in the matter.—Mr. LANsBuURY replied: The 
existing system of ventilation in the House of Commons 
dates from 182, and has been under consideration at 
various times since that date, notably by g@ Select Committee 
in 1913 and by the National Physical Laboratory in 1920. 
I do not contemplate any immediate action as there is no 
evidence that the existing system is prejudicial to the health 
of Members ; on the contrary, the health of the staff whose 
duties lie mainly within the debating chamber and in the 
room above, which draws its air from the chamber itself, is 
remarkably good. 

Lieut.-Colonel FREMANTLE asked if Mr. Lansbury did 
not recognise that not only was the health of Members 
concerned, but also that of the members of the Press Gallery 
and the occupants of the Ladies’ Gallery above it. The 
ventilation in the Ladies’ Gallery was extremely bad. 

Mr. LANSBURY said that the best evidence on the matter 
came from the people who had to remain in these places 
more or less permanently. There were seven men employed 
mainly within the C hamber and, during the last six years, 
they had only had 15 days’ sick leave between them. Of 
the five men employed in the * vitiated ”’ air of the Chamber 
above, four had not had any sick leave in the past six years. 
The length of service of these men varied from 18 to 63 years, 
and the man who had the longest service had had no sick 
leave at all. 

Mr. Strauss asked if people could not get accustomed to 
the atmosphere of a place, and if it was not a fact that the 
health of those working on sewage farms was remarkably 


MONDAY, 


good 7 

Mr. LANsBURY replied that he was aware of that. He 
understood that it was quite true that one germ. killed 
another. 

Commander BELLAIRS asked if there was not a more 


recent report than the one referred to, which stated that 
this was one of the worst ventilated Chambers in the world, 
and that it was responsible for Members having hot heads 
and cold feet. 

Mr. LANssury said that he had better express no opinion 
on the matter. 


Opium Consumption in India. 

Major GRAHAM POLE asked the Secretary of State for 
India if the report of the inquiry instituted by the Bombay 
Government in 1927 into the consumption of opium in 
certain areas in the presidency had been presented to the 
Government of India; whether it was now possible to 
proceed with the proposal of the Government of India to 
convene a conference to consider the problem of the high 
consumption of opium in certain parts of India; and when 
the Government of India hoped to bé in a position to con- 
vene this conference.—Mr. WEpDGWoop BENN replied: 
The Government of India have invited the local Govern- 
ments concerned to take part in a conference at Simla in 
the first part of May, for the discussion of the reports of 
the local committees appointed to investigate this problem. 


Disposal of Refuse at Harrow. 

Sir Poitie CUNLIFFE-LISTER asked the Minister of Health 
whether he was aware that the Harrow Urban District 
Council proposed to use the space known as the Brickfield, 
West Harrow, for a dumping ground for house refuse: 
whether he had received representations from householders 
in the neighbourhood protesting against this proposal as a 
serious menace tothe health of themselves and t heir children ; 
and whether he would refuse to sanction this proposal. 
Miss SusAN LAWRENCE, Parliamentary Secretary to the 
Ministry of Health, replied: The answer to the first two 
parts of the question is in the affirmative. As regards the 
third part, a public inquiry is to be held with reference to 
the council’s proposal on the 12th instant by an inspector 
of my department, and it will be upen to all persons interest ed 
to attend and be heard at the inquiry. 

Lieut.-Colonel FREMANTLE asked whether as the result of 
that would depend on the findings of the Depart mental Com- 
mittee which had been sitting for some months past, the 
Minister of Health would accelerate the early publication 
of the report of that Departmental Committee, which he 
appointed, to deal with the whole subject ? 

Miss LAWRENCE said that the Departmental Committee, 
after much delay, owing to the death of the chairman, was 
nearly at the end of its labours. She had every hope that 





the committee would report shortly. 


deaths from small-pox had occurred in London during the 


years 1923, 1924, 1925, 1926, 1927, 1928. and 1929 respec 
tively.__Mr. GREENWOOD replied: As regards the years 


1923 to 1928, my hon. friend will find the part iculars required 
in Table 17 of Part I. of the Registrar-General’s Statistical 
Review for each of the years in question. As regards the 


year 1929, six deaths were certified as due to small-pox 
among persons whose usual place of residence was in the 
administrative county of London. This figure is pro- 
visional. 

TUESDAY, Fes. 111TH. 


Hospital Accommodation for Ex-Service Men in Scotland. 

Mr. NEIL MACLEAN asked the Minister of Pensions whether 
in view of the fact that the lease of the temporary hospital 
for ex-Service men at Bellahouston, Glasgow, had only been 
renewed for a year, he would consider the advisability of 
entering into negotiations with the governing body of one 
of the hospitals in Glasgow to build an addition for the 
treatment of disabled ex-Service men.— Mr. F. O. ROBERTS 
replied : I am unable at this early date to forecast precisely 
what the requirements of the Ministry will be with regard 
to hospital accommodation in Scotland after Whitsuntide. 
1931, but my hon. friend may rest assured that adequat: 
provision will be made. 


Leave in Colonial Medical Service. 

Dr. MORGAN asked the Under Secretary of State for the 
Colonies the conditions governing the granting of leave in 
the Colonial Medical Service ; if the conditions were fairly 
uniform in the different Crown Colonies ; on what condi- 
tions leave was declined ; what safeguards were in existence 
to prevent penalisation of any medical officer through 
refusal of leave; if there was a right of appeal for local 
refusal ; and whether any regulations governed the question 
of study leave. Dr. SHIELS replied : The conditions govern 
ing the grant of leave to officers of the Colonial Medical 
Service are the same as those governing the grant of leave 
to other Colonial Government officials, and are set out in 
the Colonial Regulations which are reproduced in the 
Dominions Office and Colonial Office List, a copy of which 
is in the library of this House. The conditions vary con- 
sideralt-ly in the different Colonies, the main ground of varia- 
tion being differences of climate. The grant of leave is, in 
all cases at the discretion of the Governor of the Colony 
concerned, and dependent on the exigencies of the service. 
but an officer would only be refused leave for which he was 
eligible under the Regulations on grounds of the public 
interest. Medical officers, like other officers, have the right 
of appeal to the Secretary of State if they are dissatisfied 
with the decision of the Governor. Special regulations are 
in foree with regard to study leave for medical officers in 
various colonies, but they are too long to be set forth here. 


Washington Recommendation on Health Services. 

Dr. VERNON DAviIeEs asked the Minister of Labour if she 
proposed, when introducing legislation to ratify the draft 
convention limiting the hours of work in industrial under 
takings to 8 in the day and 48 in the week, adopted at 
Washington on Nov. 28th, 1919, to give effect at the same 
time to the recommendation concerning the establishment 
of Government health services adopted on the same date. 
Mr. SHORT, Under Secretary to the Home Office, replied : 
The recommendation to which my hon. friend refers was, | 
understand, intended to secure the establishment of a 
medical branch in connexion with factory inspection. It 
was duly considered by the Government in 1920 on a report 
from the offic ial delegate at the Washington Conference 
and the view was formed that, as effect was already given 
in this country to the intention of the 


recommendation, no 

action by the British Government appeared to be called 
for. In this view H.M. Government concurs, 
Deaths from Coal-gas Poisoning. 

Mr. BOWERMAN asked the President of the Board of 
Trade whether the committee of inquiry into the subject 
of deaths by coal-gas poisoning had completed the taking 
of evidence ; Ae if so, when the report would be pub- 
lished. —Mr, W. Granta replied : The committee reported 
on Jan. Bond. The report is being published and will be 


on sale this week. 
Walter supplu Schemes. 
Sir KinostEY Woop asked the Lord 
number and extent of the schemes of water authorities 
which had been approved as a result of his recent com- 
munication to such authorities ; and how many had been 
commenced.—Mr. J. H. THomas replied: Since Dec. 2nd, 
1929 (the date of the issue by the Unemployment Grants 
Committees of the last circular letter), 48 schemes, estimated 
to cost £1,383,000, have been approved for grant in respect 
of works in connexion with water-supply undertakings. 


Privy Seal the 
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Information as to the number of schemes which have started 
is not available. 


Mr. McELWEE asked the Secretary of State 
whether he was aware of the damage 
an intoxicant known as ‘ 
population in the West of Scotland ; 

— an investigation to be made thereon.- 


known L ‘ 
sumed in the poorer areas in certain districts. 


that it has a most serious effect on the health of the con- 
sumer, and am having the matter fully inquired into. 
ical 
Medical Netus. 
OF CAMBRIDGE.—On Feb. 8th the 


UNIVERSITY 
following degrees were conferred :— 
M.B. & B.Chir. 


ir.- 


UNIVERSITY 
cology and Obstetrics has been awarded to Dr. Chua Boon 


Teck. 

RoyAL COLLEGES OF PHYSICIANS OF LONDON AND 
SURGEONS OF ENGLAND,—As the result of the Final 
Examination held from Jan. 6th to 209th the following 


candidates were approved in the 
but are not eligible for diplomas : 
Pathology.— E, 3. 


Asiedu-Ofei, Birmingham ; H. Bagshaw, 
London; J. H. ogy Cambridge and oad Mary's ; 
Ilma BK. 8. Bingemann, rg! te M. Bloom, Manchester ; 


B. F. M. Bond, rontunlantor : 
St. Bart.’ TS & A. 


Dowdell and D. G. Evans, Univ. Coll.; J. D. J. 
Freeman, st. Thomas’s: K. H. Gaskell, Cambridge and 
King’s Coll.; G. H. Gool, Guy's; J. O. Harrison, St. Bart.’s 
Florence R. Hart, King’s Coll.; D. 8. Hayes, St. Bart.’s ; 
A. R. C. Higham, st. George’s; H. L. Hodgkinson, 

Bart.’s; H. os Hovsha, King’s Coll.; E. B. Jackson, 

Coll. ; L. Jacobson, Cape and London; J. E. Jones, 


liv. 
Liverpool; G. C. 
King’s Coll.; E. 
G. Maitland, St. 


A) 
P 


Ridley, ¢ 


M. A. Robertson, Cambridge and Ft tg ; K. M. Ross, 
St. Bart.’s; B. Rubinsky, London ; C. K. Simpson, Guy’s ; 
H, Simpson, Manchester; D. J. R. Steen, Cambridge and 
‘t. Thomas’s ; M. R. Thomas, Univ. Coll.; G. M. Tickler, 


King’s Coll.; D." 
Royal Free, 


Vedicine.—S. Bochenek, St. Bart.’s: J. Britanischski, 
London: Amy C, E. Clarke, Oxford and Univ. Coll. ; 
A. F. H. Coke, St. Mary’s; Charlotte A. G. Conway, 
Royal Free; J. H. Conyers, Cambridge and St. Thomas’s ; 


marsh, Durham; A. D. Hugo, Cape and Guy's; J. E. 8. 
MacDonald, London : P wm MacInnes and Marge ry L. 
Maltby, Royal Free; M. Mandelstam, St. Bart.’s; C. B. 


Melville, 


London; 3. 
N. H. 


Middlesex; D. D. Payne, St. Thomas’s; M. | Phillips, 
ftamanathan, Ceylon and King’s Coll. ; 
L. Ridley, Cambridge and St. Thomas’s; R. 3S. Risk, 


Free 
and Univ. 
Surgery. 
Aylwin-Gibson, 
and W, 
Ceylon 
—_ S, 
. Thomas's oe ee 
St, 
King’s Coll. ; 
L. 


I 


H. Conyers, 
Cooper, Birmingham ; T. R. 
London ; 2 i. ie 
Guy’s; R. H. 
Birmingham ; R. 
Finlaison and R. H. 
a. BD. 
R. 
C. A. 


Coorland, St. 
M. 8S. 
Davies, Cardiff and Westminster; P. G. 
Coll. ; 
Guy’s; P. R. 
Univ. 


EE. W. 
tobertson, Guy's; L. 
Silman and =. 
and 
Punjab 
7 a 2 


Drinking of ** Red Biddy” in Scotland. 

for Scotland 
to health caused by 
” among the industrial 
and whether he would 
Mr. ADAMSON 
I am informed that an alcoholic concoction com- 
as ‘“‘red biddy”’ is being increasingly con- 
I am advised 


‘red biddy 








G. N. Wood. 
J. R. Peacock and &. R. Matthews. 


oF DuBLIN.—-The Diploma in Gyne- 


undermentioned subjects, 


. D. Coltart and A. F. Davy, 


ay, Gay’ + ’ Cc. M. Dell, St. Thomas’s ; 


Knight, St. Bart.’s;: 5S. R. Ledger, 
 *& 4 Lyle, Cambridge and King’s Coll. ; 
Mary’s; Gladys L. Neill, King’s Coll. ; 
1. Nussbrecher, Middlesex; T. C. Outred, Guy’s; 
hillips, London; J. H. Pierre, Bart.’e; N. H. L. 
‘ambridge and St. Thomas's ; S. Risk, St. Bart.’s; 


Trimble, Birmingham;and Rose E. Williams, 


B. Crane, Royal Free ; 
Bart.’s ; Elizabeth T. 
Dowdell, Univ. 
Foxwell, Manchester; G. H. Gool, 

Thomas's; J. T. P. Handy, 
Royal Free ; J. R. Hind- 


Catherine 
and St. 


Bart.’s ; 
Cross, Cambridge 
Margaret L. 
Graves, St. 


Coll. ; Eileen E. eeavey: 


Melbourne and Middlesex ; A. M. Nussbeecher, 


sart.’s: C. G. Roberts, Cambridge and Westminster ; 
Roberton, Cambridge and St. Bart.’s; J. M. 
Seaton, Leeds ; T. Shahani, Bombay ; 
Silman, Leeds; J. G. Sleigh, Cambridge 
Southwell, Guy's; Enid C. Street, 
ant Royal Free; T. F. Tierney, St. Bart.’s; 
Vakeley, King’s Coll.; Mary J. Westall, Royal 
.: G. P BW hit well, Guy's; D. A. Williams, Cardiff 
Coll.; and T. C. Wilson, Birmingham. 
kK. Alman-Vtcherachnia, Royal Free ; oe Ww. 
Liverpool and Westminster 3 G. N. Bailey 
I. Bain, Cambridge and St.Thomas’s ; G. Balasuriya, 
and Guy’s; A. N. Barker, St. Thomas’s : oS. ©. 
Cambridge and St. Bart.’s; F. Bartholomew, 
Bell, St. George's 3; A. Buch, 
Mary's; A. Burkhardt, Univ. Coll. ; M. L.  ¥ 
H. M. Chappel, Cambridge and Univ. 4s 
», Clarke, 7. George’s; A. L. Climer, St. Bart.’ 
Cambridge and St. Thomas’s; R. V. 8. 
S. Cormack, Cambridge and 
Cresdee, St. George’s; W. J. D’ Rosario, 
Dobbs, London, J. J. Eapen, Madras and 
E. } Fawcett, St. Bart.’s; F. H. H. 
Fish, Cambridge and St. Thomas’s ; 
Ghosh, Royal Free ; 
and St. Bart.’s; 


King’s Coll; B. 


J. Freeman, St. Thomas's ; kK. 
W. Graham-Campbell, Cambridge 


Midwifery.—E. F. 





Grant, Cambridge and St. George’s ; 


E. R. Greathead, 


Cambridge and London ; Rachel 
Royal Free ; R. Gunewardene, 

dg. HR. heniiien, Cambridge and Liverpool; R. M. 
Harvey, London; D. 8. Hayes, St. Bart.’s ; Geraldine J. G, 
= ‘S, Mane - ster and Charing Cross ; H. L. Hodgkinson, 

Bart.’ 8; Holdsworth, Liverpool ; Laura M. Holling- 
mind 3a fe Hopkins, Bristol ; Bb. Horwitz 
and L. H. Howells, London; N. R. Jeffery, Manchester ; 
E. N. Jenkinson, St. Bart.’s: H. B. John, St. Mary’s ; 
W. J. Johnson, Guy’s ; M. M. St. G. Johnstone, Cambridge 
and St. Thomas’s; Alison F. Z. Judd, Royal Free; J. D. 
Kershaw, Univ. Coll.; F. P. L. Lander, Middlesex ; D. H. 
LeGood, St. Thomas’s ; H. Lwow, Vienna and St. George’s ; 
W. McKissock, St. George’s ; F. G. Maitland, R. W. Malim, 
and C, FE. P. Markby, Cambridge and St. Thomas’s ; J. H.G 


Gubbay, Punjab and 
Ceylon and Univ. Coll. : 


Mason, Middlesex; Blodwen Morgan, Charing Cross ; 
Bb. B. Nanavatty, Bombay and Royal Free; P. M. Oxley, 
St. Bart.’ s; G. H Pearce, Univ. Coll.; F. E. Pilkington, 


Cambridge and King’s Coll. ; J. O. Poynton, Cambridge and 
Charing Cross; G. E, Ranawake, Ceylon and Middlesex ; 
A. H. T. Robb-Smith, St. Bart.’s ; Victoria M. Robinson, 
Oxford and King’s Coll.; C. A. Rumball, Guy’s; M. H. 
Shah, Punjab and Univ. Coll. ; W. W. Simkins, St. Mary’s ; 

Edith M. P. Smith, Charing Cross ; N. Solomon, St. Bart.’ 8: : 


R. W. Stephenson, Guy’s; A. El K, bere Cairo ; 
F. H. Taylor, Durham; J. C. G. Whitelaw, Cambridge and 
St. Thomas’s ; H. W. Williamson, ¢ ‘ambridge and St. Bart.’s; 


W. E. Wimberger, Birmingham; F. 3. Winton, 
and St George’s; F. J. Wright, Cambridge 
and W. Young, St. Mary’s. 


Cambridge 
and London ; 


Adams, Manchester; N. W. Alexander, 
Cambridge _ and St. Thomas’s; M. Ata Ullah, Charing 
Cross; F. G. Badger, Cardiff and London; H. B. Bagshaw, 
London; G. N. Bailey, St. Thomas’s; I. E. Benne r, Royal 
Free ; C. O. Barnes, Cambridge and St. Bart.’ c. me Se 
4 wrington, Univ. Coll. ; G. P. Barua, Calcutta and London; 
; -- Beattie, St. Bart.’s; J. H. Beilby, St. Thomas’s ; 
. A. Betts, Birmingham ; A. Bhardwaj, Guy's; Ilma B. 8. 
Raheny St. Mary’s; A. T. Blair, St. Bart’.s; B. F. 


Bond, Westminster; P. Brown, ae i se. a ee 
Brunyate, Oxford and St. Barts; Cc. R Caffry, London ; 
G. F. Carey, St. Thomas’s; J. Carlton, Guy’s; H. T. 
Chilton, Birmingham ; Amy CC, E. Clarke, Oxford and 
Univ. Coll.; R. T. V. Clarke, Oxford and St. Bart.’s ; 
z. C. Coaker, Oxford and St. Mary’s; W. D. Coltart, 
St. Bart.’s: Margaret E. Cook, Royal Free: H. F. G. 
Corfield, Bristol: F. H. J. Crawford, Liverpool; S. D. 
de Silva, ¢ eylon ‘and he niv. Coll.; J. A. Doherty, Durham 


Dyson, ¢ ‘ambridge and Mane hester ; 
‘ ‘oll, : Lena Finkelstein, Charing Cross ; 
R. - Fish, and E. D, Forster, Cambetage 
Thomas’s ; R. Fosbery, Middlesex : J 
al “St. Bart.’ s; Lorna M. A. isoulde on 
Mabel E. Grace, Royal Free; C. 
George’s : 3S. R. Gune ~wardena. 
Hale, Cambridge and 
. Mary’s; F. R. T. Hancock, 
t. Hart, King’s Coll. 


and Univ. Coll. 

Db. G. Evans, U niv. 
F. H. H. Finlaison, 
and St. 
Fraser, Cambridge 
Bach, Westminster : 
Grant, Cambridge and St. 
Ceylon and Univ. Coll; G. 
St. Thomas’s; H.C. Halse, St 
Cambridge and St. Bart.’ ee 5 1 


Eileen FE. Harvey, toyal Free - Henry, Leeds : A. R. c. s 
sicher, St. George’s; F. T. ¥ Hobday, St. Bart.’s : 

M. Hopkins, Bristol; K. T. Hosain, Punjab; L. i. 
ai ils, London: K. N. Irvine, Oxford and St. Thomas’s ; 
O. Ive, Guy’s; J. L. S&S. James, Bristol; G. H. Jennings. 
Cambridge and St. Mary’s: H. B. Jobn, St. Mary’ s; 


Manchester; G. W. Kendrick, st 
Oxford and St. George's: G. 
ort > i Lloyd, Birmingham ; A. H. 
Skene : H. Lwow, St. George’s: D. G. 
Conbetane and London: A. P. McEldowney, St. 
Jovee MacInnes, Royal Free; W. McKissock, St 
Moyra Macnaughton-Jones, Royal Free; J. DI). MeVean, 
Cambridge and Manchester: J. BK, Marshall, St. Mary’s : 
Bb. Melville, Melbourne and Middlesex ; Blodwen Morgan, 


Thomas's ; 
C. Knight. 
L oudoun, 
Macdonald. 
Thomas’s ; 
. George's : 


E. po 
at King- Turner, 


‘ ‘haring Cross; D. K. Mulwany, King’s Coll.: Emilata 
Nawal Kishore, Bombay and Royal Free; Gladys L. 
Neill, King’s Coll.; K. I. Nicholls, Bristol: A. M. Nuss- 


Edinburgh and St. Mary.’ 8: 
Pierre, St. Bart.’ is, ae 
Protheroe Smith, Birmingham ~ 


brecher, Middlesex °C. G. Owen, 
R. O. Payne, Guy's: J. H. 
Plummer, Guy's: E. H. 


A. Rafla, Cairo: 3. Ramadas, Bombay and st. George's : 
L. Rees, St. Thomas’s; Louise Rees, Charing Cross : 
V. H. Riddell, Cambridge and st. George’s ; S. L. Rikhye. 
Lahore: ©. G. Roberts, Cambridge and Westminster ; 
TD. M. Roberts and B. Rubinsky, London: C. R. Sadler, 
St. Thomas’s; A. R. Sahy, Edinburgh; J. Sakula, 
Middlesex: L. Seaton, Leeds: T. Shahani, Bombay ; 
Edna F. Sheridan, King’s Coll.: H. H. S. Sherwill. 


Manchester; L. Silman, Leeds; Phyllis se 
toyal Free; S. Smith, London; Winifred M. H. Smythe, 
St. Mary’s: G. H. G. Southwell-Sander, R. S. Stacey, and 
D. J. R. Steen, Cambridge and St. Thomas’s: R. W 
Stephenson and G. V. Steward, Guy's; J. G. Stewart, 
Westminster ; Enid C .; et, Royal Free ; H. M. Strover, 
Bristol ; Mary Sutcliffe, Cambridge and Leeds; A. El K, 
Talkhan, Cairo; F. . Taylor, Durham; J. W. P. 
Thompson, St. Thomas’s; O. T. Wade, Leeds ; H. W alton, 
Cambridge and Manchester; E. C. Watson, St. Mary’s : 
J. a . Way, Leeds; Clara E. Wetherall, Royal Free : 
a... Whitelaw, Cambridge and St. Thomas’s;: G. P. B; 
Whitwell Guy's; T. C. Williams, Cardiff and Univ. Coll. ; 
T. C. Wilson, Birmingham ; and G. R. H. Wrangham and 
W. Young, St. Mary’s. 


THE Conservator of the Wellcome Historical Medical 


Simon, 


Museum (54, Wigmore-street, London, W.1) informs us that 
“in connection with 
(A.D. 130) a small exhibition has been prepared” at the 
Museum. 


the anniversary of Galen’s birth 
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ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH, —At 
a meeting of the College on Feb. 4th, with Sir Norman Walker. 
the President, in the chair, Dr. Roy Mackenzie Stewart and 
Dr. William Malcolm McAlister were introduced and took 
their seats as Fellows. Dr. John Henry Douglas Webster, 
Dr. Arthur Oliver Gray, ae David Pieter Marais, Dr. Sydney 
Watson Smith, and Dr. James Kirkwood Slater were elected 
tothe Fellowship. 

Dr. David Rorie was appoint d Dr. 
Lecturer for 1930, 

The College arranged to send a message of congratulation 


to the Royal College of Physicians and Surgeons of Canada 
on its erection. 


Alexander Black 


INDUSTRIAL HEALTH EDUCATION Soctery.——Sir 
William Haldane will take the chair at the annual meeting 
of this Society, to be held at the British Medical Association's 
House in Tavistock-square, London, W.C., at 4 P.M. on 
Tuesday next, Feb. 18th. 


POST-GRADUATE COURSES IN BERLIN.—Besides the 
Tegular programme of the post-graduate study a series of 
special courses will be held in Berlin during March and 
October. Particulars may be had from the information 
bureau of the Kaiserin Friedrich-Haus (Berlin N.W.6, 
Luisenplatz, 2-4), which offers help in procuring suitable 
lodgings and in arranging attendance at clinics. 


PRIZES AND GRANTS FOR OTOLOGICAL RESEARCH. 
The Council of the Royal Society of Medicine has accepted 
the sum of £1000 presented by Mr. Norman Gamble for the 
purpose of providing a prize of £50 every fourth year for 
original work in otology, the balance of the fund to be used 
for grants in aid of research. The prize is open to any 
British subject, whether lay or medical, and applications for 
the prize and for grants must be received by the Secretary 
of the Sociity at 1, Wimpole-street, London, W. 1, not 
later than Sept. 30th. 


Ist AND 2ND LONDON SANITARY COMPANIES 
R.A.M.C. (T.F.).—The first reunion dinner, since the end 
of the late war, of the Ist and 2nd London Sanitary 
Companies of the Territorial Force was held on Feb. 8th, 
at the Imperial Hotel. Major Goddard, who commanded 
the 2nd London Sanitary Company at the outbreak of 
war, presided over a gathering of more than 300 former 
officers and men. The guest of the evening was Major- 
General Sir Wilfred Beveridge, who was the Deputy Director- 
General, Sanitation,at General Headquarters for the greater 
part of the war in France, and was therefore the officer 
responsible for the work of the sanitary sections manned 
by the two sanitary companies. In responding to the toast 
of the Guests, Sir Wilfred gave an interesting account of 
the part played by the sanitary companies in the war. 
He reminded his hearers that in the original E xpeditionary 
Force no provision was made for sanitary sections, though 
there was personnel trained in water duties. The two 
London sanitary companies formed part of the Territorial 
Force at the commencement of war and had an establishment 
of six officers and about 150 men in each company. Very 
soon it was found that there was urgent need in France 
of mentrained in sanitary work, and the sanitary companies 
were enlarged so as to form a reserve from which officers 
and men could be sent out to the various theatres of war. 
The first sanitary section, consisting of one officer and 25 
men with full equipment, was sent out in October and was 
stationed at Rouen. General Beveridge soon found that 
similiar sections were needed for work with the Divisions, 
and 12 sections were sent out to France in December from 
the two sanitary companies and were posted to various 
Divisions. From this time there was a steady stream of 
sanitary sections until each Division had its own section, 
while others were posted on the line of communication. 
Sanitary sections were also sent to Gallipoli, Italy, Salonica, 
and Africa. By the end of the war nearly 300 sanitary 
sections were in being. It was a remarkable tribute to 
the efficiency of the original companies that it was possible 
totrainsucha large personnel of officers and men throughout 
the whole course of the war. The work of the sanitary 
section, said Sir Wilfred, was of the utmost value and could 
not be overpraised. It had been estimated that an army 
could not afford a wastage from disease and sickness of 
more than 0-3 per cent. That this figure was rarely reached 
and scarcely ever exceeded was largely due to the work 
of the sanitary sections in the tield. Major Goddard 
proposed the he alth of the Old Comrades of the Sanitary 
(ompanies. This toast was responded to by Prof. R. J. 5. 
McDowall, who was in charge of a section during the war. 
The toast of Absent Comrades was proposed by Major Martin, 
of the 2nd London Sanitary Company, and responded to 
by Mr. Manser. a former staff-sergeant, who was chiefly 
responsible for the arduous task of getting in touch with 
the former officers and men and for arranging the dinner. 





AT the quarterly meeting of the directors of the 
Naval Medical Compassionate Fund on Jan. 22nd, with 
Surgeon Vice-Admiral Arthur Gaskell in the chair, the sum 
of £120 was distributed among the several applicants. 


HEALTH CONFERENCE AND EXHIBITION IN GREEC E. 
The first Panhellenic Health Conference will be held in 
Athens in April and will be followed by an international 
exhibition of social and individual hygiene from May Ist 
to July 3lst. Exhibits from abroad should arrive before 
March 3lst. The headquarters of the organising committee 
are in the offices of the Medical Association of Athens, Odos 
Kriezotou, 1 


MEDICAL TouR IN SPpaiIn.—A_ second tour for 
medical men to the hydromineral and climatic stations of 
Spain has been arranged for Easter. The party will leave 
Barcelona by special motor boat on April 13th, visiting 
Palma (Majorca), Alicante, Malaga, Seville (in time for the 
celebrated Good Friday procession), and Valencia, returning 
to Barcelona on April 23rd. There will be an opportunity 
of seeing the exhibitions at Barcelona and Seville. Further 
information may be had from Dr. Maneru, Ronda de 
Conde Duque, 4, Madrid. 


NATIONAL COUNCIL FOR MENTAL HyYGIENE.—A 
series of lecture-discussions on Mental Health and the 
Child will be delivered at 11, Chandos-street, Cavendish- 
square, London, W., on Wednesdays, at 5 P.M. The sub- 
jects and lecturers are as follows: The New Psychology 
and the Parent, by Dr. Hugh Crichton-Miller (Feb. 26th) ; 
the Child and the Teacher, by Dr. Letitia Fairfield 
(March 5th); the Delinquent Child, by Mr. W. Clarke Hall 
(12th); the Difficult Child at Home and at School, by Dr. 
William Moodie (19th); Sex Education, by Mrs. Neville- 
Rolfe (26th) ; and Choosing a Career, by Dr. R. D. Gillespie 
April 2nd). Tickets may be had from the Secretary of 
the Council, 78, Chandos House, Palmer-street, S.W.1, or 
at the doors. 


ENLARGEMENT OF CAMERON HosprraL, WeEs' 
HARTLEPOOL.-—The Prince of Wale s is being asked to lay 
the foundation stone of a children’s ward to be added to this 
institution, when he presently visits West Hartlepool. 
A new radiological block is to be added at the same time. 

TRAMWAYMEN AND Hlosprrats.--Of the S000 
tramwaymen in Manchester nearly 6000 are contributing to 
the local hospitals through a fund started a little over a year 
ago. Deductions of from 2d. to 5d. a week are made from 
their wages, and last year £3201 was thus raised. The 
contributors and their families are entitled to hospital 
treatment, and there are no administrative expenses. 


Strupy OF MEDICAL HYDROLOGY. —The Committee 
for the Study of Medical Hydrology in Great Britain informs 
us that it can arrange for lectures, on medical hydrology ana 
spa treatment, to senior medical students, post-graduate 
associations, and medical societies. It is also prepared to 
arrange for visits of such associations to any of the British 
spas and to give lecture-demonstrations. Further particulars 
may be had from the hon. secretary, Dr. Geoffrey Holmes, 
11, Ripon-road, Harrogate. 


THe Batu Hospirars..-The Bath Royal United 
Hospital is to be transfe rred to Combe Park at a cost of 
£100,000, in addition to £30,000 to be paid by the corporation 
for the existing buildings, which it is intended to convert 
into a technical college. Mr. A. Stanley Wills, of Bath, 
has given £10,000 towards the amount required.—Lady 
Stothert has opened two sitting-rooms for the use of patients 
in the Forbes-Fraser Hospital as a memorial to her husband, 
the late Sir Percy Stothert, who was chairman of the 
hospital. 


WESTERN INFIRMARY, GLASGOW,.—The annual report 
records an ordinary income of £72,639, and an expenditure 
which left a deficit of £9665, an improvement upon the 
£12,337 deficit of the preceding year. There were 15,521 
in-patients and 38,437 out-patients, a total increase of 
3615. The average period of residence was 18-18 days, as 
against 20-05 days in 1928, and the average cost per patient 
was £6 14s. Sd., asc ompare rd with £7 18s, 3d. in the preceding 
year. After deducting patie nts who died within 48 hours of 
admission, the death-rate was 5-1 per cent. The means for 
providing an ophthalmic department have been in hand since 
1916, but owing to the continuance of the Rent Restrictions 
Act it has not been possible to clear the site, which is occupied 
by tenements belonging to the Infirmary. The new X ray 
and electrical de ‘partment is nearing completion, and is 
expected to be in full working order within the next three 
months. 
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BipeForRD HosprraL.—lIn this small hospital the 
average cost per occupied bed fell last year from £2 3s. per 
week to £2 0s. 9d. Administration cost 3-49 per cent. 


BRADFORD HospITAL AND CONVALESCENT FUND. 
For the sixth successive year this Fund is allocating 
£20,000 to the City’s hospitals and institutions. In the 
last 25 years £292,000 have thus been provided. 


A Brick Hospiral IN THE ** GRANITE C1tTy.’’—The 
possibility that the new Joint Hospitals at For: sterhill, may 
be built of brick instead of the native granite, is causing an 
animated discussion in Aberdeen. The buildings, instead 
of costing £100,000 as originally estimated, are now expected 
to cost half a million at least, and it is understood that the 
governing body of the Royal Intirmary has therefore been 
considering the possibility of reducing the amount by 
building in brick instead of stone. On the one hand, it is 
argued thatevery masonin North and East Scotland is already 
occupied, and that a granite building would progress very 
slowly owing to the seareity of labour ; on the other hand, 
bricklayers are said to be even scarcer than masons and 
men would have to be tempted from England and southern 
Scotland by the offer of higher wages which would swallow 
up economies, Which, it is represented would, in any event, be 
very small. 








Medical Biarp. 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

TUESDAY, Feb, 1I8th.—5.30 P.M., GENERAL MEETING OF 
FELLOWS. Ballot for election to the Fellowship. 
8 P.M., PATHOLOGY. Communications: E. R. Cullinan : 
A Case of Tuberculosis of the Stomach. A. Fleming and 
1. H. McLean: The Occurrence of Influenza Bacilli in 
the Mouth, T. H. C. Benians: Treatment of Cases of 
Acute Osteo-myelitis with Benzol, with the Object of 
Diminishing the Leucocytosis. Ww. W. C. Topley: 
Antibodies in Rabbits. Demonstration : “s,s Sa 
Barnard : Heemangeioma of the Cerebrum. 

THURSDAY.—5 P.M., DERMATOLOGY. (Cases at 4 P.M.). 
Dr. H. MacCormac: 1. Morphcea Type of af ay 
Dr. H. C. Semon: 2. Leukemia Cutis. Mr. A tx 4% = 
Wright (introduced by Dr. Graham Little) The 
Treatment of Varicose Uleer. Dr. G. B. EB. 
4. Case for Diagnosis. Dr. W. J. O'Donovan: 5. 
Poikilodermia of Civatte. Dr. R. T. Brain (for Dr. 
W. J. O'Donovan): 6. Hodgkin's Disease’ with 
Cutaneous Nodules. Other cases will be shown. 

FRIDAY.—5 .M., BALNEOLOGY AND CLIMATOLOGY. 
Discussion on Bath Reaction in Spa Treatment. 
Opener: Dr. J. Barnes Burt. 8&8 P.M., OBSTETRICS, 
ELEcCTRO-THERAPEUTICS. Special Discussion on The 
Position of Radium in the Treatment of Gynecological 
Conditions. Openers: Mr. Malcolm Donaldson and 
Mr. Stanley Dodd, Obstetrics; Dr. A. E, Hayward 
Pinch and Dr. J. E. A. Lynham, Electro-Therapeutics. 

MEDICAL SOCIETY OF LONDON, 11, Chandos-street. 
Cavendish-square, W. 

MonNDAY, Feb. 1lith.—-9 p.M., Sir John Thomson-Walker : 
Enlarged Prostate and Prostatectomy, (First Lettsomian 
Lecture.) 

ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, 11, Chandos-street, : 

THURSDAY, Feb, 20th,— 8.15 P.M., preceded by a Demonstra- 
tion at 7 45 p.mM., Dr. V. B. Wigglesworth : Some Notes 
on the Physiology of Insects related to Human Disease, 

CHELSEA CLINICAL SOCIETY. 

TUESDAY, Feb. Is8th.-7.30 p.mM., Dinner at the Hotel 
Rembrandt, Thurloe-place, W., followed by a discussion 
on Defweation. Dr. Harold’ Pritchard and Mr. Ivor 
Back will begin the discussion. 

SOCIETY OF MEDIC AL OFFICERS OF HEALTH, 1, Upper 
Montague-street, W. 

FRIDAY, Feb. 218 .-5 p.m., Dr. R. Veitch Clark, Dr. A. J. 
Shinnie, and Dr. V. T. Thierens: The Medical Officer of 
Health in Relat’on to Housing and Housing Procedure. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 
Inn Field's, W.C. (Arris and Gale Lectures). 

MonpDay, Feb. 1lith.—5 p.m., Mr. R. H. O. B. Robinson : 
The ROle of Short Circuit Operations in the Treatment 
of Cholecystitis. 

WEDNESDAY.—5 P.M., Mr. W. McAdam Eccles: Anatomy, 
Orthodox and Heterodox, in Relation to Surgery. 

FriIpAY.—Mr. FE, R. Flint: The Association Between Gall- 


7 u OWSHIP OF MEDICINE AND POST-GRADUATE 

EDICAL ASSOCIATION, 1, Wimpole-street, . 

"Sieaen, Feb. 17th to SATURDAY, Feb. 22nd.—-MEDICAL 
Society, Lecture Room, 11, Chandos-street, Cavendish- 
square, W., Tues., 4 P.M., Dr. Thomas Tennent : 
Malaria Treatment of Gene ral Paralysis. No fee.— 
St. Mary’s Hospita., Paddington, W. Wed., 3 P.M., 
Dr. C. M. Wilson (Special cases and Out-patients), 
No fee.—CENTRAL LONDON THROAT, NOSE, AND EAR 
HospiraL, Gray's Inn-road, W.C. Wed., 2 P.M. 
Mr. ©. Gill-Carey : Selected Operations on the Ear, 
Nose, and Throat. No fee.--CHELSEA HOSPITAL FOK 
Women, Arthur-street, S.W. Special Course’ in 
Gynecology, lectures and demonstrations in the 
operating theatres. Second week.—-HOsSPITAL FOR 
TROPICAL DISEASES, 25. Gordon-street, W.C.  Post- 
graduate course. Tues. and Thurs. afternoons at 2 P.M. 
—BETHLEM ROYAL HospitaL, 8.E. Tues. and Sat., 


11 SS, Lecture-demonstrations, Psychological 
Medicine.— Further particulars from the Fellowship of 
Medicine. 


KING’S COLL or? HOSPITAL MEDICAL SCHOOL, Den- 
mark Hill, §.E. 
THURSDAY, Feb. 20th.— 9 p.m... Sir John Thomson-Walker : 
Enlargement of the Prostate and Its Treatment. 


NATIONAL HOSPITAL POST-GRADUATE COURSE, Queen- 
square, W.C. 

MonpbDAY, Feb. 17th.-——-12 noon., Dr. Greenfield : Pathology 
of Nervous System. 2 P.M., Dr. Riddoch : Out-Patient 
Clinic. 3.30 P.M., Mr. Leslie Paton: The Control of 
Ocular Movements. 

TUESDAY.—2 P.M., Dr. Walshe: Out-Patient Clinic. 
3.30 p.m... Dr. Critchley : Central Disorders of Vision. 

THURSDAY.— 2 P.M., Dr. Kinnier Wilson: Out-Patient 
Clinic. 3.30 P.mM., Mr. Just: Demonstration of Methods 
of Testing the Eighth Nerve. 

FrRIDAY.—12 noon, Dr. Purdon Martin: Anatomy and 
Physiology of Nervous System. 2 P.M., Dr. Adie: 
Out-Patient Clinic. 3.30 P.mM., Mr. Elmquist : Demon- 
stration of Re-educative Exercises. 


ROYAL NORTHERN HOSPITAL, Holloway. 
WEDNESDAY, Feb, 19th.-—3.15 P.M. (at the Royal Chest 
Hospital), Dr. J. Maxwell: Treatment of Asthma. 


CENTRAL L oxDoN 3 HRO AT, NOSE, AND EAR HOSPITAL, 
Gray’s Inn-road, 
MONDAY, Feb. yd 1.30 p.m., The Mouth and Pharynx- 
WEDNESDAY. 1.30 P.mM., The Larynx. 
Fripay.-4 P.M., Mr. C. Gill-Carey : Foreign Bodies in the 
Food and Air Passages. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 
st. James’ Hospital, Ouseley-road, Balham, 3.W. 
WEDNESDAY, Feb. 19th.— 4 P.M., Dr. Arthur H. Douthwaite: 
The Treatment of Osteo-Arthritis and Rheumatoid 
Arthritis. 


NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’s General Hospital, Tottenham, N. 

MonDay, Feb. 17th.—2.30 to 5 P.M. : Medical, Surgical, and 
Gynecological Clinics. Operations. 

TUESDAY.— 2.30 to 5 P.M. : Medical, Surgical, Ear, Nose, and 
Throat Clinics. Operations. 

WEDNESDAY.—2.30 to 5 P.M.: Medical, Skin, and Eye 
Clinics. Operations. 

THURSDAY.—11.30 a.mM.: Dental Clinics. 2.30 to 5 P.M.: 
Medical, Surgical, Nose, Throat and Ear Clinics. 
Operations. 

FRIDAY.—10.30 A.M. : Throat, Nose and Ear Clinics. 2.30 to 
5 P.M.: Surgical, Medical, and Children’s Diseases. 
Clinics. Operations. 


BRITISH INSTITUTE OF RADIOLOGY ,32,Welbeck-street .W, 
THURSDAY, Feb. 20th.—8.30 Pim. (in the Reid-Knox 
Memorial Hall of the Institute), Dr. A. E. Barclay : 
Mechanism of Swallowing. Mr. J. Preston Maxwell : 
Osteomalacia and Foetal Rickets. Dr. John Muir : 

The Irritable Colon. 

FrRipay.—4 Pp.m., Medical Committee. teports on cases of 
gastro-intestinal conditions are especially requested for 
this meeting, but other cases of interest will also be 
welcome. 

LONDON SCHOOL OF DERMATOLOGY, St 
1%, Leicester-square, W.C 

TUESDAY, Feb, 18th.—4 p.m., Dr. G. B. Dowling : Staphylo- 
coceal Infections. 

THURSDAY. 5 P.M., Dr. I. Muende : 
tion. 

ST. MARY'S HOSPITALS, Manchester. 

FRIDAY, Feb. 21Ist.—4.15 P.M. (at the Whitworth-street 
West Branch), Post-graduate Lecture, Dr. D. Dougal : 
Genital Prolapse. 


. John’s Hospital, 


Pathology Demonstra- 


Mr. Chisholm : Consideration of the Report of Depart- 
mental Council on Training and Employment of 
Midwives. 

FRIDAY,— 3.30 (at the Royal Infirmary), Mr. E. F. Finch : 
Renal Tumours. 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, Feb. 19th.—4.15 P.M. (at the Royal Maternity 
and Women’s Hospital), Prof. J. H. Munro Kerr: 





bladder Lesions and Hepatitis in the Human Subject 


Obstetrical Cases, 


UNIVERSITY OF SHEFFIELD POST-GRADUATE CLINICS. 
TUESDAY. Feb, 18th.—3.30 P.M. (at the Jessop Hospital), 
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(Queen Charlotte’s Maternity Hospital, Marylebone-road, NAW. 

" Asst. Res. M.O., Res, Anwsthetist. Also Dist. Res. M.O. At 

e Richmond, Surrey, Royal Hospital.—Jun. H.r. At rate of 


Lawrik, J. H. D., M.D. Edin., D.P.H., bas been appointed 
Medical Officer of Health for Macclesfield. 


LoGan, J. S., M.B., Ch.B.Liverp., Deputy Medical Officer of 
Health for Swindon. 

Essex County Hospital, Colchester: WirtH, M.D). Malta, 
Hon. Surgeon, apd Rem, M.B., Ch.B. Aberd., Hon. Asst. 
Surgeon. 

Certifying Surgeons under the Factory and Workshop Acts: 
Hittox, M. J., 1.8., M.S.Durh. (Camberwell); and 
O'DONNELL, G. P., M.B., B.Ch. N.U.T. (Redruth). 





Pacancies. 


For further information refer to the advertisement columns. 


Abergele Sanatorium, North 


Wales.—Temporary Med. Supt. 
15 gns. a week. 
Accrington, Victoria Hospital.—U.s, £150. 
Bath, Royal United Hospital._-H.S. At rate of £150, 


Bedford County Hospital.—H.s. At rate of £175. 
Birkenhead General Hospital._-Sen, H.S. and H.P. 
£150 and £100 respectively. 
Birmingham City and University, Joint Board of Research for 
ental Disease. Histological Asst. £4 weekly. 
Birmingham General Hospital.—H.P. and Hus. Each £70. 
Birmingham University. Asst. Lecturer and Demonstrator in 
Anatomy. £300. 
Bootle Borough Hospital,— Hon. Lary ngologist and Aurist. 
Bradford Royal * ue and Ear Hospital.-Jun,. Hus. £150. 
Bradford, St. Luke’s Municipal Ge neral Hospital. Mk. 8 
S.’s. Each at rate of £200. 
British —_— Cross Society, Clinic for Rheumatism, Regent's Park. 


At rate of 


and 


Clin. Pathologist (part-time). £250 

Cancer Hospital, Fulham-road, SW. HS. At rate of £100. 

Cardiff Royal Infirmary.—U.s. to Ophth, Dept. At rate of £75. 

Carlisle, Cumberland Infirmary.—H.P. Also H.S. to Special 
Depts. Each at rate of £155. Also H.S. At rate of £175. 

Carlisle, Cumberlon 1 and Westmorland Mental Hospital.—Deputy 
Med. Supt. £500. 

Charing Cross Hospital, W.C.— Med. Reg. £150. Obst. Reg. 
£100. Also Registrar to Ear, Nose, and Throat Dept. £100. 

Chester Royal Infirmary.—H.S. £150. 

Chiswick Hospital, The Mail, Chiswick.— Hon. Deputy Anws- 
thetist. 

Dartford, Kent, Darenth Training Colony.— Med. Supt. £1000, 

——, Derbyshire Education Committee.—Asst. School M.O. 
£600. 

Dewsbury County Borough. Deputy school M.O., &c. £600, 


Doncaster Royal Infirmary.—-Third H.s. At rate of £150. 


Dreadnought Hospital, Greenwich, —VPhys.-in-charge of Out- 
Patients. 

Durham C.C.— Deputy County M.O.H. £1000, 

Kaat Ham Memorial Hospital, Shrewsabury-road, E.—Hon. Asst. 
Ophth. S. Also Res. M.O. At rate of £200. 

Evelina Hospital for Children, Southwark, S.k-.—UHon,. surgeon 


to Out-patients. 
Gloucester County and City Mental Hospitals.—Med., Supt. 
(olden-aquare Throat, Nose, and Ear Hospital,—¥.s. 
Gravesend and North Kent Hospital._Jun. H.S. £100. 
Great Yarmouth General Hospital.sen. H.S. £1590. 
Halifax Corporation Isolation ———_ Res. M.O. £350. 
Hertford County Hospital. - Res. Surg. At rate of £250. 


£1100. 
£100, 


Hospital for Sick Children, Great panne street, We. H.s. and 
-P. Each at rate of £100, 

Hull Royal Infirmary.—Cas. Hs. At rate of €130, 

Ipswich, East Suffolk and Ipswich Hospital.—Cas. O,. £150. 

Kent County Council, Asst. M.O.. &e. £600, 

Kent Education Committee. Dental Surgeon, £500, 

Larbert, Stirling District Mental Hospital.—Jun, Asst. M.O. 
£500, 

Leicester, Citu Mental Hospital, Humberstone Third Asst.M.0O., 
«xe. £500. 

Leicester Royal Infirmary. H.S.’s. and H.P.’s Each at rate 
of £12 25 

Liverpool, Royal Batnes Hospital, Woolton, Res. M.O, At rate of 
£90. 

Liverpool Stanley Hospital. U.P... Two H.s.'s, and Gyniwco- 
logical H.s. Each at rate of €100, 

Vacclesfield General Hospital. Second H.s. At rate of £150. 

Maidstone, Kent County Ophthalmic and Aural Hospital.—l.r. 
to Ear, Nose and Throat Dept. At rate of £200. 

Manchester and Salford Hospital for Skin Diseases.—UH.S. £100. 

Manchester City. M.4). for Maternity and Child Welfare. £600. 


National Hospital for Diseases of the Heart, 


Westmoreland-street, 
W.— Res. M.O. At rate of £150. 


Northern Rhodesia, Roan Antelope Copper Mines, Itd.— Jun. 
M.QO. = £900-£1000, 

Oswestry. Shropshire Orthopedic Hospital and Agnes Hun 
Hospital.—H.s. Atrate of £200. 

Plymouth City) Mental Hospital, Blackadon, Irybridge. Med 
Supt. £750. 

Plymouth Royal Eye Infirmary.— Hon, Surg. 

Portsmouth, St. ges Hospital, Institution and Children’s 
Home.—Third Asst. Res. M.O. £250. 


Preston and County of Lancaster Royal Infirmary.— H.>. 


£150. 





£100. 
Royal National Orthopaedic Hospital, Great Portland-street, W. 
H.s. At rate of £150. 
Royal Ww ‘aterloo Hospital for Children and Women, 
I 


W aterloo- road, 
1.P. At rate of £100. 


St. John’ 8 Hospital, St. John’s Hill, Wandsworth, S.1W.—Second 
Asst. Res. M.0. £400. 
L —. 8 Hospital for Diseases of the Skin, Leicester-square 
.C.—Sen, and Jun. Hon. Med. Paro aoa 


St. Henrietta-street, 


Corent Garden, 
of £75. 


Fy vers Hospital for Stone, 
Ww. i.s. At rate 


— dioyal Hospital. H.s, to Orthopedic Dept. At rate of 

Sheffield Jessop Hospital for Women. Asst. HLS. At rate of 
£100, 

Sheffield Royal Infirmary.—Asst. Cas. O. At rate of £80. 

Stafford, Staffordshire General Che Tell H.s. and H.I. At 


rate of £200 and £150 respectively. 


Taunton and Somerset Hospital,—Jun. House M.O. At rate 
of £100, 

Tiverton Hospital, Devon.H.s5. At rate of £100. 

Truro, Royal Cornwall Infirmary. H.s £170, 

West ey and District General Hospital. u.S., B.P., 


Ci i.5. Each at rate of £200, 
West London Hospital, Hammersmith- ‘road, WwW. 


H.P., Two H.8.'s 
and Res. Anesthetist. Each at rate of £100. 
wer Middlesex Hospital, Isleworth.— Asst. M.O. At rate of 
250 
W . rn ‘Ophthalmic Hospital, Marylebone-road, N W.—Four 
Chief Clin. Assts. Each 1 gn. per session. 
Willesden (D.C. —Asst. M.O. £600, 


York City Hospitals, Maternity Hospital and Sanatorium. 
Res M.O, £350, 


The Chief Inspector of Factories announces vacant appointments 
for Certifying Factory Surgeons at Bodmin (Cornwall), 
and Ross (Hereford). 

The Home Secretary gives notice of a vacancy for a Medical 
Referee under the Workmen’s Compensation Act for the 
Districts of the Kingsbridge, Plymouth, and Totnes County 
Courts. Applications for the post should reach the Privat« 
Secretary, Home Office, Whitehall, 8.W., not later than 
March &th. 


Home Secretary invites applications for the post of Medical 
Referee under the Workmen’s Compensation Act, to deal 
with cases arising in the districts of the Chard, Langport, 
Taunton, Wellington, and Williton County Courts (Circuit 
No. 57). Applications should reach the Private Secretary, 
Home Office, Whitehall, London, not later than March Ist. 


Home Secretary also gives notice of a vacancy for a 
Medical Referee under the Workmen’s Compsenation Act, 
for Midlothian County (Sheriffdom of the Lothians and 
Peebles. Applications should reach the Private Secretary, 
Scottish Office, Whitehall, London, not later than March 3rd, 


The 


The 





Births, Marriages, and Beathe. 


BIRTHS. 
AYMER. —~ On Feb. Sth, at Oakwood-court, Kensington, the wife 
of Dr. Ayvmer, of Holmwood, st. John’s-road, Boscombe, 
Hants, of a daughter. 


DEATHS. 


APPERLY.— On Feb. 7th, at The Dower House, Gerrards Cross, 
Bucks. Ebenezer Apperly, L.D.S. R.C.S. (Eng.),4 in his 
86th year. 

GREEN. On Feb. Sth, at Queen Alexandra's Military Hospital, 
mg batt Major ———— Sebert Francis St. Davids 
Green, ©, TB. E., M.D, (late A.M.C.), aged 62, 

HeEMPson.-- On Feb. 6th. at Tunbridge Wells, William Ernest 


Hempson, aged 71, 





N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
INDEX TO ‘‘THE LANCET, 
VoL. II., 1929. 
THE Index and Title-page to Vol. II., 1929, which 
was completed with the issue of Dec. 28th, is 
now ready. A copy will be sent gratis to sub- 


scribers on receipt of a postcard addressed to the 
Manager of THE LANCET, 7, Adam-street, Adelphi, 
W.C. 2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 
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Rotes, Comments, and Abstracts. 


ALEXANDRA DAY. 

Alexandra Rose Day this year is to be June 24th for 
London and any place within 50 miles. Other places can 
choose for the celebration any day they wish after arrange- 
ment with the Rose Day authorities. It is a curious fact 
that this charitable institution is not even more widely 
supported than it is, for it is one of the best and most 
economically managed of all similar efforts. The organisation 
takes 6 per cent. of what is collected, the rest going to the 
charities. These are not necessarily hospitals, but any 
charity for aiding the sick, the allocation being in the 
hands of the local organisers. The roses are all made by 
crippled children, and are, of course, supplied by the Rose 
Day Organisation, as all necessary information and 
propaganda. These can be obtained from the Organiser, 
Miss Mary Beeman, 33, The Boltons, London, S.W.10. 

Many hospitals in the provinces do not avail themselves 
of the Rose Day opportunities, and this seems a pity, 
both from their own point of view and from that of the 
Rose Day organisation; for the latter, successful though 
it already is still anxious to extend the field which it 
has covered during the last 19 years. At first it was purely 
a London affair, but now it embraces the provinces as well 
as places abroad, and it has since its ince ption distributed 
more than one and a quarter million pounds in aid of hospitals 


is 


Is, 


and institutions which care for the sick. We believe that 
those bodies which are not yet affiliated to the Alexandra 
Rose Day Fund, and which are eligible so to be, would 


find that any trouble involved in taking part in the Rose 
Day collection would repay them handsomely. 


HEALTH WORK OF THE 


A SURVEY 


LEAGUE 
OF TEN YEARS, 

THe last chapter of Mr. 
History of the Origins of the League 
from A.D. 1919 to 1929 (London: 
contains an account of the social 
which, as Mr. Bernard Shaw has said. would justify its 
existence ten times over. Mr. Eppstein tells us how the 
call came to the League from Eastern Europe before any 
permanent health section had been established at Geneva. 
The danger was so urgent along a line from the Baltic to 
the Black Sea that only the combined Governments of Europe 
could possibly provide assistance on the needful scale. It 
was to face this threatening crisis that the League Covenant 
authorised the appointment of a health organisation under 
which Dr. Norman White set up a chain of hospitals and 
quarantine stations which saved the rest of Europe from 
pestilence. The situation was reviewed by the Warsaw 
Health Conference in 1922, shortly after which the movement 
of Greek refugees gave rise again to the fear of a spread of 
cholera, small-pox, typhoid, typhus, and dysentery through- 
out Western Europe. Moved by these events, the Third 
Assembly of the League in 1923 gave a definite constitution 
to the Health Organisation with a standing committee of 
16 members, and Dr. Rajchmann the first director. Two 
years later the Epidemiological Bureau was established 
at Singapore to which all outbreaks of fever in the Far East 
were to be reported, something like 150 ports being brought 
into constant touch with the central station. What has 
followed since is common knowledge, but it may be noted 
with interest that Bolivia, as her first act on returning to 
the League after a long absence from Geneva, requested the 
assistance of the League in reorganising her public health 
service. 


OF NATIONS 


John Eppstein’s attractive 
and of its Development 
Mayfair Press, 7s. 6d.) 
services of the League 


PUBLIC HEALTH IN IRAQ. 

Tue latest report on the administration of Iraq, issued by 
the Colonial Office, shows that 24 hospitals and 78 dis- 
pensaries are maintained. The total number of beds in the 
hospitals is 1205, but it is stated that while the accom- 
modation is generally adequate for the immediate require- 
ments of most provinces, that in Baghdad and Mosul 
remains unsatisfactory. Serious cases are turned away daily 
in both places, particularly in Baghdad, where the average 
duration of stay of patients in hospital is still not more 
than 11 days. The Government, however, has under con- 
sideration a scheme for increasing the beds for free patients 
at the Royal Hospital, Baghdad, from 250 to 500, and for 
rebuilding the specialist institutions situated in that hospital. 
As regards Mosul, a new hospital of 220 beds has been 
included in the building programme of the Government for 
1929. The new Maude Memorial Out-patient Department 
at the Royal Hospital, Baghdad, new hospital buildings at 
Diwaniya and Amara, the Royal Iraq College of Medicine, 
and a new mortuary and operating theatre at the Royal 
Hospital were all nearing completion at the end of 





the year. The total number of in-patients and of out- 


patients treated in health service institutions showed the 
increase over those treated in 1927 and even over those 
treated in 1926, which was an epidemic year for malaria in 
Iraq. There were no epidemics of general ailments such as 
malaria or influenza during 1928, and the statistics may 
therefore be taken as showing a very definite increase in the 
normal work of the Health Service. The work of charitable 
institutions is a very small factor in the problem of the 
medical treatment of the population. Of the 1035 cases 
treated during the year in such institutions, 1011 were 
admissions to the Meer Elias Hospital, which is a Jewish 
infirmary, and to the Rima Khedoury Eye Hospital, another 
Jewish institution, both in Baghdad. Iraq is unfortunate, 
in comparison with most other countries, in having so little 
assistance from voluntary sources in the field of medical 
work. The Anglo-Persian Oil Company at Khanaqin and 
the Turkish Petroleum Company in the Kirkup province 
maintam their own doctors and hospitals for the treatment 
of their employees. Their dispensaries also freely treat the 
country people near the oilfields. 

There is still difficulty in finding Iraqi doctors to fill 
posts in out-stations, and this will continue for a few years, 
but the establishment of the medical school has removed 
anxiety for the future. There is also a shortage of other 
trained medical personnel, such as pharmacists, dressers, 
and nurses, which causes great difficulty in the establish- 
ment of new dispensaries and in the development of existing 
health institutions. This results from the strict economy 
enforced upon the Health Service, which has made it 
impossible to entertain in its large institutions surplus 
personnel under training for future requirements. 

The number of births registered in Baghdad (with a 
probable population of 250,000) in 1928 was 5167; in Basra 
(80,000) 980; and in Mosul (80,000), 2763. The deaths 
registered in the same period were in Baghdad 6396, in 
Basra 1670, and in Mosul 2686. In the absence, however, 
of reliable census figures it is impossible to calculate birth- 
and death-rates with any statistical value for these towns. 
The percentage of deaths under one year was in Baghdad 
30-7, in Basra 26-3, and in Mosul 39-9. Maternity and 
child welfare work is being gradually developed in the large 
towns. 

SUPPLY OF OFFICERS FOR 

A CORRESPONDENT writes: On looking through some old 
files of Punch, I came across the enclosed, which may 
interest you. Apparently the Army had some difficulty in 
obtaining medical officers at that period, 54 years ago. 

Dearth of Army Doctors.—The papers report a grievous lack 
of candidates for the Commission of Medical Officers in the Army. 
Private practice is lucrative to few but the most eminent 
Physicians and Surgeons. Anything like adequate pay and 
position on a firm footing with Combatant Officers surely might 
be expected to attract at least a sufficiency of Army Surgeons. 
These attractions have yet to be tried. (Feb. 19th, 1876.) 


THE R.A.M.C, 


UTOPIAS. 

THOSE who like guessing about the future of a world in 
which man is the only live thing whose existence is recognised 
may find some interest in two small books '; but they are 
mostly idle and narrow speculation. Mr. Bernal imagines 
that a human of the nature of a robot really will make 
himself a happy home beyond the bright blue skies (spherical 
in shape) where he will subdue his passions and stupidities. 
Mr. Hatfield proposes a mechanised state in which no one 
need think; he seems to say little more than that the 
process where by the hard lessons of experience have become 
instinctive reactions will continue in the future as it has in 


the past. Neither of their visions bears the stamp of 
authentic prophecy. 
EFHRLICH’S ALDEHYDE REACTION. 


THE reagent used inthistest for urobilin and urobilinogen 
is a 3 per cent. solution of paradimethylaminobenzaldehyde 
in 50 per cent. hydrochloric acid. Our attention has been 
called to an erroneous extra syllable ‘‘azo’’ which has 
inadvertently slipped intothe name of the reagent as given 
on p. 10 of THe LANCET Extra Number No. 1 on Modern 
Methods in Abnormal and Difficult Labour. The writer was 
there followi ing a similar slipin an earlier edition of Beaumont 
and Dodds’s ** Recent Advances in Medicine.” 

A BLOOD-SUGAR CHART. 

Messrs. H. K. Lewis and Co. have sent us a specimen 
of a blood-sugar chart for recording sugar tolerance. The 
average normal percentages after ingestion of 50 g. of 
glucose are set out in red at intervals of 30 minutes, on 
which the clinician superposes in black the values which he 
obtains in a particular case. The charts are priced at 6s. 
per 100 or 50s, a thousand. 


'The World, the Flesh, and the Devil. 
Pp. 96. The Conquest of Thought by 
Hatfield. Pp.117. London: 
Co. 1929. 2s. 6d. each. 


By J. D. Bernal. 
Invention. By H. 
Kegan Paul, Trench, Triibner ond 








